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NOVEMBER 11, 1937 Numeer 20 
MASSACHUSETTS MEDICAL SOCIETY 
Section of Obstetrics and Gynecology 
Presiding: Tue Cuarrman: The first paper which we shall have 


Dr. Raymond S. Titus, Boston, chairman; 
Dr. Roy J. Heffernan, Boston, secretary. 


the pleasure of hearing is one by Dr. John Rock on “The 
Clinical Aspects of Ectopic Pregnancy.” 


THE CLINICAL ASPECTS OF ECTOPIC PREGNANCY 
Joun Rock, M.D.* 


BROOKLINE, MASSACHUSETTS 


INCE it is universally agreed that the proper 

treatment of ectopic pregnancy is prompt re- 
moval of the fetus and as much of the chorion as 
possible, the clinical aspects of this condition are 
mainly those of diagnosis. It is to some of the 
disarming aspects of this condition, which so fre- 
quently escapes early detection, that I wish to di- 
rect attention. But first, are we in Massachusetts 
likely to meet this condition? How frequently is 
ectopic pregnancy encountered here? 

During the decade ending with 1935 there were 
in this State 132 deaths attributed to ectopic preg- 
nancy. Schumann’ states that the high, average 
mortality rate of such pregnancies is about 4 per 
cent. If we accept this figure, there must have 
been approximately 3,300 cases of ectopic pregnancy 
during this decade. This can be checked in 
another way. By adding the number of re- 
corded live and still births (corrected for twins) 
and the number of miscarriages (estimated as 33 
per cent of term deliveries*), we find that there 
were about 990,000 intrauterine pregnancies during 
the same decade. If Schumann’s* estimate of an 
ectopic for every 300 recorded intrauterine pregnan- 
cies is correct, there should have been 3,300 cases of 
ectopic pregnancy. This figure is identical with 
the incidence estimated from the accepted death 
rate of 4 per cent and the recorded number of 
deaths from ectopic pregnancy —a fact which es- 
tablishes the accuracy of the figure. Our problem, 
then, is how to recognize, each year, 330 cases of 
ectopic pregnancy, and how to deal with them so 
as to save 13 of these women from death. 


Read at the annual meeting of the Massachusetts Medical Society, Boston, 
June 1, 1937. 


*Assisting visiting surgeon at the Free Hospital for Women, Brookline, 
Massachusetts. 


Where shall we find these cases? Every mature 
female before her menopause is theoretically sus- 
ceptible, but especially so are those who have or 
have had any pelvic inflammation or tumor, 
who have endured pelvic surgery, including in- 
duced abortion, or who have had a previous ec- 
topic pregnancy. Primiparas are more susceptible 
than multiparas, and prominent among the former 
are those who have had some difficulty in becom- 
ing pregnant. 

In order to rationalize these conditioning fac- 
tors, and especially to consider possible leads for 
prevention of this troublesome vagary of repro- 
ductive physiology, let us inquire into the possible 
causes. They may be classified as those which 
prevent or delay the passage of the zygote through 
the tube, those which offer extrinsic nidatory facil- 
ities to the trophoblast, and those rare contingen- 
cies which permit fertilization within the follicle 
itself. 

A common cause of delay in transit or of pre- 
vention of access into either the tube or the uterus 
is an anatomic change in the tube, due to abnormal 
development or disease. This explains the fre- 
quency of such cases among those who have been 
exposed to salpingitis by primary infection or by 
instrumental abortion, therapeutic or otherwise. 
Postpartum infection after delivery at term may 
also account for a few cases among multiparas. To 
diminish the incidence of ectopic implantation due 
to these disturbances, we must increase our anti- 
venereal and antituberculous diligence, limit the 
number of abortions, and perform the necessary 
ones early and with meticulous regard for cervi- 
cal and instrumental asepsis. We must, as al- 
ways, strive for surgically clean deliveries, and 
rigid postpartum antiseptic care and hygiene. Ana- 
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tomic changes in the tubes which destroy their 
unobstructed opening into the uterus are due 
to adhesions following pelvic surgery or to 
distorting fibroids or cysts. Prevention here im- 
poses great care in decision to operate and in the 
technic used. The danger of subsequent ectopic 
gestation is merely another reason for judicious 
and good surgery. Against the developmental 
origin of geographic changes we have no defense. 

Perhaps a commoner impediment to the normal 
migration of the fertilized ovum into the fimbria, 
through the ampulla and isthmus and out onto the 
endometrium, is found in a disturbance of the hor- 
monal control of tubal musculature. Most of our 
notions about this are postulates which have not 
been proved but are theoretically sound. Some 
form of an estrogen apparently conditions the 
tube to a stimulating influence which evokes ac- 
tive co-ordinated motion of fimbria, cilia and mus- 
cularis; and this induces the fresh ovum to enter 
and, after fertilization, to pass on. It is thought 
that any disturbance in this effect of estrogen on 
the tube may favor fertilization outside the 
fimbria, or a failure of the zygote to move on. The 
fertilized ovum is a dynamic organism which must 
grow or die. If it grows, it not only increases in 
bulk, which by mere mass may make passage diffi- 
cult, but as it grows it secretes increasingly large 
amounts of hormones, which have extensive effects 
on the maternal organs. One of these effects is 
that exerted either directly or indirectly on the 
corpus luteum, and possibly through this tem- 
porary gland, on the modified connective tissue 
cells or histiocytes of the endometrium. Ideally, 
only the stromal cells of certain portions of 
the endometrium, perhaps on the anterior and 
posterior aspect of the fundus, react to this hor- 
monal influence and form decidual cells and a 
decidua that will offer a_ serviceable nidatory 
site to the conceptus. But these stromal cells have 
a common mesenchymal origin with the connec- 
tive tissue cells of other parts of the generative 
tract and indeed of all the abdominal organs. By 
some obscure cytohereditary sensitivity, these out- 
lying histiocytic derivatives may respond to the 
stimulus from the corpus luteum or the tropho- 
blast itself and unlawfully develop, in the endo- 
salpinx or the peritoneum anywhere, a_prede- 
cidua sufficient for nidation of the dilatory con- 
ceptus. If, then, there is a delay in transit, there 
will be increase in bulk of the zygote, and if 
there is ectopic predecidua, the stage is set for 
ectopic gestation. This hormonal dysfunction 
probably accounts for those frequent cases found 
among primiparas, and especially among those in 
whom demonstrable conception has proved difh- 
cult. 

How to limit the number of these dyshormono- 
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genic cases is, I fear, a clinical problem for the next 
generation. We can attack it only by advising all 
women who contemplate pregnancy to pay atten- 
tion to high-vitamin and high-mineral diets, which 
surely affect endocrine function, and by the sane 
regulation of physical and mental hygiene. Or- 
ganotherapy is still purely experimental and of 
problematic value, though the empiric use of thy- 
roid and possibly of some form of the estrogens 
may be justifiable by those who have a demon- 
strated proclivity for dysfunction or have recovered 
from a previous ectopic pregnancy. 

The third group of cases, those due to impreg- 
nation within the follicle, are obviously quite be- 
yond our reach for the purpose of prevention. Sper- 
matozoa, once released, are not yet amenable to 
stipulation of route or destination. 

When prevention fails, therapy begins. Our sec- 
ond obligation is to recognize the condition prompt- 
ly. If the diagnosis is made before rupture ot 
the maternal tissues which enclose the trophoblast, 
and diagnosis is followed by prompt surgical re- 
moval of the pregnancy with as much of this 
maternal tissue, be it tube or ovary, as necessary, 
then the mortality rate of this otherwise serious 
condition descends to a small fraction of 1 per cent. 
Diagnosis before the death of the fetus permits the 
telltale bleeding from the uterine decidua, or be- 
fore distention of maternal tissues gives pain, 1s 
exceedingly rare. Palpation of a swollen tube or 
cystic ovary may offer our only clue. We should 
teach women to seek pelvic examination as soon 
as they suspect pregnancy, and when making the 
examination we should have clearly in our minds 
and fingers the possibility of ectopic gestation. Un- 
fortunately, the uterus increases in size and softens 
under hormonal influence during the first two 
months whether the pregnancy is within it or with- 
out. Examination, then, is directed not only to 
this organ but to assuring ourselves that no ab- 
normal enlargement of tubes or ovaries is present. 
When real doubt exists of the normality of these 
adnexa, an Aschheim-Zondek or Friedman test by 
a competent biologist and examination under anes- 
thesia are indicated. If there still be doubt of the 
normality of tubes and ovaries, and the pregnancy 
test is positive, exploration is justified or vigilant 
observation obligatory until the possibility of ectopic 
pregnancy is ruled out. Diagnostic curettage 
for the discovery of decidua without villi was for- 
merly recommended by some. This is, I believe, 
rarely if ever desirable. If the suspected extra- 
uterine tumor is not a pregnancy, it is prob- 
ably an inflammatory mass and curettage is dan- 
gerous. If the suspected conceptus happens to 
be normally implanted, its life is gravely im- 
periled. If the ectopic conceptus is so young 
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and small as to furnish only a questionable mass, 
the decidua of the uterus is not so different from 
the predecidua of the last day before true men- 
struation as to make dependable diagnosis, es- 
pecially from a frozen section, likely to any but 
the most expert pathologists. While by the mod- 
ern methods of endometrial biopsy the danger of 
aggravating a possible inflammation is small, and 
that of causing an abortion is somewhat diminished, 
the specimen obtained is even more difficult of 
diagnosis. When the hormonal test is positive, 
though definitive subjective signs are absent, and 
routine examinations raise only the doubt of uterine 
implantation, brave exploration or alert watchful- 
ness is indicated. If the experience which has 
fathered good judgment is lacking, conservatism, 
maintained in proximity to an operating room, is 
probably the safer choice, until some objective sign 
or subjective symptom contributes to the clinical 
picture. 

The earliest of these are pelvic discomfort — not 
acute pain —and spotting. Either or both of these 
may occur even before the patient suspects that 
she is pregnant. They are usually associated, for 
both are rare while the conceptus is young, alive 
and small; both are almost universal with the 
death of the conceptus. If there is only pain in a 
tumor and a suspicion of pregnancy, but no ex- 
ternal bleeding, the pregnancy test must not be 
neglected. As Tenney* has pertinently empha- 
sized, failure of uterine bleeding in these cases 
bespeaks a growing and treacherous conceptus. 
Removal is imperative. Recognition of cases be- 
fore the death of the fetus will save many. One 
frequent fault is a failure to apprehend correctly 
the combination of pain or tumor with sugges- 
tions of pregnancy, or to clinch the latter diag- 
nosis by biologic test when the traditional but 
falsely emphasized staining is absent. An acute 
attack of lower abdominal pain, frequently with 
fainting or syncope, in any woman who has been 
exposed to pregnancy must raise the question of a 
ruptured ectopic one and calls for a pregnancy test, 
even though there is no external bleeding, unless 
an alternative diagnosis calls for exploration. Any 
sign of intra-abdominal hemorrhage in such a 
woman of course demands operation, for ruptured 
ectopic pregnancy is the commonest single cause of 
such an event. 

As is well known, primary rupture of the envel- 
oping maternal tissues, tube or ovary, unfortu- 
nately does not always mean the previous or im- 
mediate death of the fetus and the final cessation 
of chorionic growth. Within the folds of the broad 
ligament, or extending outward into the peritoneal 
cavity, finding its placental bed on any adjacent 
tissue, or still within the tube or ovary, the concep- 
tus — fetus and chorion —may grow, almost cer- 
tainly to rupture again. Such a pregnancy, which 
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escapes diagnosis with the first rupture when it 
is usually not more than two months old, con- 
tinues its growth through the third or even the 
fourth month, finally to tear open more of the 
maternal subplacental tissues and to cause a mas- 
sive hemorrhage. Surgery in such a patient is 
very precarious. We shall discuss it later. The 
proper treatment is to diagnose a case at the time 
of the first rupture while the fetus is still alive, the 
chorion functioning, and so the uterine decidua 
probably not bleeding. The pregnancy test after 
the first attack of pain would tell the story. Sur- 
gery at such a time carries little risk. 

Death of the fetus and chorion withdraws the 
hormonal support of decidual tissue, permitting a 
release of the bleeding mechanism, which becomes 
promptly active in the decidua. Death of the fetus, 
probably also by the same withdrawal of hormonal 
support of the placental site, induces separation of 
the chorion from the decidua in the afflicted organ. 
This means hemorrhage, distention and pain. Until 
this destruction of decidual integrity both adjacent 
to the trophoblast and in the endometrium is ex- 
tensive, pain will be moderate and external bleed- 
ing slight. This is the critical time for diagnosis. 
Prompt surgery before rupture of the enveloping 
maternal tissues offers slight risk to the patient. 
By this time the biologic test for pregnancy may 
have become negative — though it is usually pos- 
itive — depending on how much, if any, of the 
chorionic tissue is still viable. 

If the hormonal test is negative, yet rupture has 
not occurred, and the presumption of a pregnancy 
conspicuously absent, pain, tumor and irregular 
bleeding should strongly suggest pelvic inflamma- 
tory disease. 

Very deceptive is the case of the patient with 
intermittent pelvic distress who never thought she 
was pregnant, who complains of irregular staining 
in addition to pain, and upon whom the Friedman 
test is negative. If examination discloses a tender 
mass anywhere in the pelvis, one naturally thinks 
of pelvic inflammatory disease, but the possibility 
of intermittent slow leakage of blood from a rup- 
tured tube or from the tubal abortion of a com- 
pletely dead conceptus must not be ignored. These 
patients are sometimes neglected for many weeks, 
while organizing and fresh blood clots collect in 
the pelvis to complicate their convalescence from 
later surgery or lead to troublesome adhesions. 
One frequent concomitant of the pain from the 
leakage of blood into the peritoneal cavity — vaso- 
motor distress with faintness and mild temporary 
shock or actual syncope —may suggest the diag- 
nosis. This may be of such short duration as 
never to be seen by the attending physician, who 
may suspect neurosis. He should not fail to con- 
sider the possibility of tubal abortion. 

The differential diagnosis should depend mainly 
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on temperature, white count and sedimentation 
rate. If the diagnosis remains in doubt and the 
pregnancy test is negative, exploration is occasion- 
ally justifiable, provided the surgeon can resist med- 
dling with an acute salpingitis, if this be found 
instead of the pregnancy. Alert observation of 
such doubtful cases is the safer procedure for all 
who have not had long clinical and surgical ex- 
perience. 

Because it is so difficult to induce patients to 
seek examination immediately after a suspicious de- 
lay in menstruation, most cases of potential ectopic 
pregnancy are seen only when extensive distention 
of the enclosing maternal tissue or rupture has 
caused severe pain — rupture being also associated 
with fainting, signs of concealed hemorrhage or 
a characteristic doughy mass in the posterior cul- 
de-sac. 

Aside from the very few patients who die from 
the currently irreducible minimal risk of laparot- 
omy, those who die from ectopic pregnancy do so 
after rupture and from hemorrhage or infection 
of the hemorrhagic exudate. Our efforts, I repeat, 
must be directed to early diagnosis — if not before 
rupture then as soon as it occurs and before exten- 
sive bleeding has taken place. Of the two pitfalls 
of diagnosis which blind us to the indications for 
a pregnancy test I have mentioned one, our un- 
justifiable insistence on the traditional sign of stain- 
ing. Though usually present in the syndrome, it 
is absent often enough to make us wary. The 
other pitfall is our insistence on a preceding period 
of amenorrhea, suggestive of pregnancy. This, 
too, is usually present, but in just the early cases 
which we seek it is often absent or camouflaged 
by one or two short sessions of bleeding, the ab- 
normal nature of which is apparent neither to the 
patient nor to the unobservant physician. In this 
regard, especially, suspicion should be directed to- 
ward women shortly after parturition, whether 
nursing or not, and to women who have had or 
think they have had an abortion. Amenorrhea in 
the former may be underestimated, and irregular 
bleeding in both is so common as to be easily mis- 
interpreted. Pelvic examination and the pregnancy 
test should not be slighted in any such patient 
when pain is sufficient to bring her to the doctor. 
When external bleeding persists after an assumed 
miscarriage, and uterine exploration fails to find 
offending, retained portions of the conceptus, the 
possibility of an interstitial or otherwise ectopic 
pregnancy makes very careful manual examination 
necessary. If a pelvic tumor even suggestive of 
blood in the peritoneum is found, exploration or, 
again, alert observation is called for. In such a 
case of recurrent bleeding, chorionepithelioma 
should not be forgotten. In this the pregnancy 
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test is positive. Bleeding from the uterus sufficient 
to indicate a miscarriage in a case of ectopic preg- 
nancy is usually followed by a negative hormone 
test, for, as has been pointed out, such bleeding 
is due to release of the bleeding mechanism and 
dissolution of the decidua because of the death of 
most or all of the chorion. Further surgery in 
such a case may not be imperative, unless contin- 
ued external loss of blood demands it, or blood in 
the pelvis is suspected. Extreme watchfulness, 
however, is in order, and laparotomy if any pel- 
vic symptoms fail to regress. 

Previously infertile patients likewise often escape 
the diagnosis if, as is commonly the case, their 
menstrual flow has been irregular. The Friedman 
test in a good laboratory is sufficiently easy, cheap 
and speedy to call for its application in any case 
where there is the slightest possibility of ectopic 
pregnancy. 

If, unfortunately, diagnosis has, for one reason 
or another, not been made before the pregnancy 
has progressed for perhaps several months until an 
extensive placentation has induced gross enlarge- 
ment of the vascular bed, the first attack of severe 
pain may be caused by rupture and exposure of a 
large bleeding area. The dominant picture is one 
of hemorrhage and shock, usually associated with 
pain. Minutes now assume the importance former- 
ly possessed by days. Only prompt measures to 
stop the loss of blood and relieve shock will avaii. 
These patients are often in wretched condition by 
the time they reach the hospital, and offer grave 
risk to surgery; yet only surgery offers them any 
hope of recovery. Transfusion is usually strongly 
indicated. In general, however, the danger of im- 
mediate laparotomy with only concurrent intrave- 
nous glucose is better than delay while a donor 
can be obtained and transfusion given. It is now 
generally considered advisable to operate immedi- 
ately, and to start transfusion as soon after the 
abdomen is open as is humanly possible, glucose 
solution serving in the interim. The danger of 
further bleeding can then soon be disposed of 
and the patient can derive full benefit from the 
transfusion. Too often a preoperative transfusion 
given to reduce the risk of surgery has been found 
instead to increase the shock through further leak- 
ing into the peritoneal cavity from increased pres- 
sure in an open vascular system. 

As in placenta previa, there is no expectant treat- 
ment for ectopic pregnancy. When the diagnosis 
is made, surgery is indicated, the rare cases of 
viable babies notwithstanding. Until medicine be- 
comes an exact science, the wise and good physi- 
cian will be governed in the selection of treatment 
by morbidity and mortality rates, and will choose 
for his patient the method that has been proved to 

















eh 


— vw CF PP 











Vol. 217 No. 20 


offer the best chance of health and survival. If for 
reasons other than medical a physician is unwiil- 
ing or unable to advise prompt removal of the 
pregnancy, his medical judgment should not be 
prejudiced. He should carefully and truthfully ex- 
plain the situation to the patient and her husband, 
and if they decide in favor of surgery he should 
turn the case over to a competent surgeon whose 
ethics will not conflict with medical procedure. 
This always means removal of as much of the 
ectopic conceptus as is possible without further 
damage to the mother, and with it the enveloping 
organ, if there is one. In a few cases of late preg- 
nancy the placental attachment will be found too 
extensive to permit its removal. If uninfected 
it may safely be left in situ. Marsupialization 
by means of the membranes is also possible, if 
there is doubt of infection. If operative haste is 
essential, oophorectomy with an indicated salpin- 
gectomy is often a quicker method of removing the 
offending tube, especially if the other ovary is nor- 
mal. If the case is one of undiagnosed early rup- 
ture or tubal abortion from which intermittent slow 
bleeding has resulted in old and fresh clots in the 
pelvis, care should be taken to remove not only 
the bleeding organ but also the blood clots. The 
danger of peritonitis may thus be diminished. In 
such cases, too, the advisability of routine appen- 
dectomy is open to question, as it is with other 
operations involving a pregnancy. There is some 
evidence that even this slight traumatization of 
the ‘intestines invites infection of the old adherent 
blood clot, which cannot be completely removed. 
8 Cumberland Avenue. 
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Discussion 


Tue CHarrman: I am sure we have all derived great 
pleasure from Dr. Rock’s important paper. Extrauterine 
pregnancy we may have thought we knew all about, 
but I am certain that none of us have ever heard an 
address such as has been given us this morning, opening 
up such new avenues of thought. 

The discussion will be opened by Dr. Benjamin Tenney, 
Jr. 

Dr. BenyaMIn Tenney, Jr., Boston: Dr. Rock has 
certainly discussed the subject thoroughly and well, and 
as Dr. Titus has said, he has given us many new ideas. 
It is very hard to add anything to such a complete discus- 
sion, and all I can do is re-emphasize a few of the points 
brought out. 

As I went over a series of 150 cases of tubal pregnancy 
at the Boston City Hospital, there were certain things 
that stood out as a help in the treatment and diagnosis. 
In the first place, the old theory that salpingitis is always 
present was shown to be false. The most careful study 
of the specimens available revealed that only one third 
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of the cases showed any sign of tubal inflammation. In 
contrast to this, one third of the patients had had previous 
abdominal surgery. 

The Aschheim-Zondek tests in this series are of interest. 
In the acute cases when the patient comes in with a history 
of symptoms of only from twelve to twenty-four hours’ 
duration, it usually means acute rupture and internal 
hemorrhage. There is no time or need for a pregnancy 
test. These patients are seriously ill. At least you can 
be sure that you have an acute abdomen to deal with. 
In this type of case I feel that the Aschheim-Zondek test 
has little or no value. 

We took 18 cases that had had this test, and compared 
the results with the sections. As one would expect, in the 
8 cases in which the report was positive, fetal cells were 
growing and invading. In the 10 cases in which it was 
negative, absolutely no living fetal cells could be found. 
In other words, this test was extremely accurate. Thus 
there are two types of ectopic pregnancy: the acute and 
the chronic. In the acute case, there is no necessity for 
a pregnancy test, and immediate operation is indicated. 
In the chronic case, in which a differential diagnosis must 
be made, a positive test shows potential danger of rupture; 
a negative test, while not ruling out the diagnosis of tubal 
pregnancy, does show the acute danger to be over. 

Another factor that I think is important is the blood 
count. In 25 cases where the white count was 20,000 or 
higher, a large amount of fresh blood was found in the 
abdominal cavity. Also, 21 of. these cases had a history 
of only twelve hours or less; in the other 4 it was longer. 

Finally, the sedimentation rate was extremely interesting. 
Out of 36 cases only 3 with low sedimentation rates were 
found. In the frequent cases of suspected chronic tubal 
pregnancy, where the diagnosis is against pelvic inflamma- 
tion, a normal sedimentation rate is evidence in its favor. 

I think that, as Dr. Rock has said, a great many tubal 
pregnancies would be detected earlier if we all remem- 
bered to note in our first pelvic examination any swelling 
or tenderness in the fornices. 


Tue CHarirRMAN: I shall ask Dr. Eades to finish this 
discussion. 


Dr. M. FietcHer Eaves, Boston: The author’s unusually 
excellent presentation of this subject together with Dr. 
Tenney’s interesting discussion, has left little to be added. 
If the early diagnosis of tubal pregnancy is a life-saving 
measure, in that it anticipates rupture and hemorrhage, 
then the earlier the diagnosis is made the better it will be 
for all concerned. I should like to discuss some of the 
procedures which assist in making an early clinical diag- 
nosis. 

The Aschheim-Zondek test has proved of definite value 
in detecting the existence of early pregnancy. If positive, 
it is of assistance in differentiating pregnant and non- 
pregnant conditions. If negative, it is of less value, as it 
does not rule out the possibility of tubal pregnancy with 
dead chorionic tissue. 

A carefully analyzed history is of as much importance 
as the examination, The presence of steady rhythmical 
pain in one or the other of the lower quadrants of the 
abdomen, together with a history of preceding amen- 
orrhea or any irregularity of the menstrual cycle, demands 
further investigation. 

Examination should be careful and painstaking. I my- 
self prefer first to examine the patient on an operating 
table without anesthesia, after she has had an enema and 
been catheterized. This allows one to map out masses 
and local areas of tenderness of varying degree. If this 
examination is not reasonably conclusive, one under anes- 
thesia should always be performed. This allows more 
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adequate exploration of the pelvis, and small tubal masses 
may be frequently made out which were not previously 
evident. One should always try to map out the ovary 
on the affected side. If in addition to the ovary there is 
a soft mass in the tubal region, this finding is conclusive. 
The use of paracentesis in cases of ruptured tubal preg- 
nancies is too infrequent. This procedure carries little 
danger if properly performed, and although there are 
factors of error which must be taken into account, the 
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aspiration of fresh or old blood in any quantity from 
the posterior cul-de-sac is of definite diagnostic value. 

The early accurate diagnosis of this condition must still 
depend on careful clinical evaluation and examination 
of the individual case. 


THe CuHarrmMan: The next paper is by Dr. Louis E. 
Phaneuf, of Boston. It is entitled “Hydatidiform Mole 
and Chorionepithelioma.” 


HYDATIDIFORM MOLE AND CHORIONEPITHELIOMA 
Louts E. PHanevre, M.D.* 


BOSTON 


YDATIDIFORM mole, also known as 

myxoma chorii, vesicular mole, molar preg- 
nancy, uterine hydatid, hydatid mole, dropsy of the 
villi and Blasenmole, is a cystic degeneration of the 
chorionic villi. The mole may be partial or com- 
plete —the former when a small cystic mass rep- 
resenting only a portion of the chorion is discov- 
ered, and the latter when the entire chorionic mem- 
brane is involved in the degenerative lesion. The 
cysts which make up this morbid process vary in 
size from a millet seed to a large grape. They 
hang in cluster formation from the villous stems, 
to which they are connected by fine pedicles. Thus 
the external surface of the chorion has a grape- 
like appearance. 

The ancients were familiar with molar preg- 
nancy. Aetius von Ameda referred to it in the 
sixteenth century. According to Findley,’ the first 
reference to malignant transformation of vesicular 
mole was made in 1795, by Gregorini, who wrote 
of a metastasis to the lung after the expulsion of 
a mole. Just a century later Marchand demon- 
strated the proliferation of the syncytium and Lang- 
hans’s layer covering the degenerated stroma of 
the chorionic villi, and showed that the liquid con- 
tent of the villi was not mucus but was the result 
of edema. 

The etiology of hydatidiform mole is unknown, 
but seems to lie in some specific fault in the de- 
velopment of chorionic villi. All moles must be 
regarded as rapidly growing tumors of embryonic 
origin and of potential malignancy. There is no 
cellular arrangement which might give informa- 
tion as to their probable benign or malignant na- 
ture, and Hitschmann’ states definitely that there 
are no morphologic criteria of value in establish- 
ing a prognosis. 

The fetus is usually destroyed during the develop- 
ment of the mole, and is ordinarily not discovered 
in the mass which is passed. There are on record 
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cases of twin pregnancy where the cystic degenera- 
tion of one ovum took place while the other re- 
mained normal. Generally, however, no fetus or 
normal placenta is found, the uterine cavity being 
filled with a large mass of cysts and blood clots. 
Hydatidiform mole follows tubal pregnancy in 
about 3 per cent of the cases. Tubal moles are 
identical in appearance with uterine moles and are 
customarily discovered at operation, the patient 
being operated on under the diagnosis of tubal 
pregnancy 

Lutein cysts of the ovary frequently accompany 
vesicular mole. They are usually bilateral, and 
are known to regress in a number of instances 
following the expulsion of the pathologic placenta. 
They may persist, however, and frequently do 
when chorionepithelioma develops. Recently, the 
etiology of these cysts has been ascribed to the 
presence of excessive amounts of pituitary-like hor- 
mones in cases with hydatidiform mole. 

This form of altered placenta was said by 
Madame Boivin’ to occur once in 20,000 pregnan- 
cies; Williamson* and Sunde’ found it once in 
2,400 to 3,000 cases, and Williams® found it even 
more frequently. 

The diagnosis is based on a history of pregnancy 
during which there is more or less hemorrhage. 
The size of the uterus is out of proportion to the 
duration of pregnancy, although moles have been 
found in uteri showing no perceptible enlarge- 
ment for the time of gestation. The biologic test 
of pregnancy is strongly positive (this test will 
be discussed under chorionepithelioma). The 
mole may be found when emptying the uterus un- 
der the diagnosis of inevitable or incomplete abor- 
tion. The diagnosis is settled if some of the cystic 
villi are passed with the bloody discharge. The 
incidence of this disorder would be greatly in- 
creased if all placental tissue removed at abortion 
were carefully examined with this condition in 
mind. Small areas of cystic degeneration have not 
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infrequently been found in full-term placentas ex- 
pelled after perfectly normal births. 


The management of vesicular mole has been 
the subject of considerable discussion in the litera- 
ture and has varied from ultraconservatism to radi- 
calism. The possibility of the development of 
chorionepithelioma following the expulsion of this 
tumor has influenced each operator in making up 
his mind on one or the other form of treatment. 
Since no individual has seen a large number of 
these pathologic placentas, the operator has becn 
actuated in his treatment by the number of cases 
of mz lignant degeneration which developed in his 
own series. In young women, evacuation of the 
mole by digital or instrumental curettage is the 
accepted procedure. One must bear in mind the 
dangers attendant on such a procedure, since curet- 
tage of a large cavum frequently results in perfora- 
tion of the uterus, followed in many instances by 
infection and peritonitis. All authors emphasize 
the dangers of this method. A curettage under 
these conditions is a blind procedure which does 
not allow the discovery of invasive areas in the 
uterine musculature. 

In order to avoid these pitfalls, Schumann’ ad- 
vocates the removal of the mole through an ab- 
dominal hysterotomy, a method which he described 
in his paper on hemorrhage before this section of 
the Massachusetts Medical Society at the previous 
annual meeting. The uterus is exposed through 
a median pelvic incision and is well walled off with 
gauze; an incision is made in the anterior uterine 
wall and the mole is removed under direct vision. 
Following the evacuation of the uterine cavity a 
careful inspection is made to detect chorionepithe- 
lioma should it be present. In the words of Schu- 
mann: “This is evidenced by a soft, friable hem- 
orrhagic area into which the finger sinks, and 
from which small necrotic masses may be shelled 
out.” The uterine musculature should be further 
inspected for thin areas, hemorrhage within the 
uterine wall, and deep invasion by the morbid 
process. If the uterine muscle is found free from 
involvement, the uterine cavity is swabbed out 
with half-strength tincture of iodine and firmly 
packed with gauze, one end of which is passed 
through the cervical canal for later removal; the 
uterine incision is carefully closed in layers, after 
which the structures of the abdominal wall are ap- 
proximated. If, on the other hand, the uterine 
musculature shows massive infiltration with syn- 
cytial elements, the uterus is removed supravagi- 
nally. The lutein cysts of the ovaries commonly 
found associated with this disorder are removed 
or the ovaries are resected, as the case may be, 
during the intervention. The method offers the 


patient a great deal more protection against the 
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future development of chorionepithelioma and 
against perforation than does curettage. 

In older women nearing the menopause, most 
authors are of the opinion that hysterectomy should 
be resorted to frequently. In any event the patient 
should be observed for a period of two years, and 
the Aschheim-Zondek or the Friedman test should 
be done monthly for the first year. 

My own experience with hydatidiform mole 
covers 9 cases, which are here briefly summarized. 


Cases 1 and 2. These patients were seen at the New 
York Lying-In Hospital and curetted there by me in 1914. 
No follow-up was obtained. The bleeding had complete- 
ly stopped when the patients left the hospital. 


Case 3. Mrs. A. S., 31 years old, a primigravida, was 
curetted for a hydatidiform mole at the Carney Hospital 
on May 4, 1922. She was in bed 2 weeks and was dis- 
charged improved, with a hemoglobin of 70 per cent. The 
pathological report stated: “Hydatidiform mole, no evi- 
dence of chorionepithelioma.” On May 22, 1922, 
operated on for chorionepithelioma. 


Case 4. Mrs. A. P., 38 years old, whose parity was not 
stated in the record, had had three previous curettages be- 
fore her admission to the Carney Hospital. On May 29, 
1927, she was curetted there by me for a hydatidiform 
mole; the uterus and vagina were packed following this 
procedure. The pathological report stated: “Chorion de- 
cidual cells. No malignancy.” She left the hospital in 
good condition, but was soon lost sight of, having moved 
to another locality. 


Case 5. Mrs. R. P., 38 years old, a quartigravida, had 
had a mole as the termination of her first pregnancy. She 
was curetted in Pittsfield, Massachusetts, by Dr. C. H. 
Richardson, in May, 1929. In December, 1929, she had 
a complete abortion at 2 months of pregnancy. No curet- 
tage was performed. Her third pregnancy evolved with- 
out any complication, and on January 21, 1932, she was 
delivered by me of a female child by version and extrac- 
tion. The child is alive and well at present. In 1933 she 
was treated for secondary anemia. On February 9, 1937, 
at the Carney Hospital a benign tumor the size of a small 
orange was removed from her left breast. Her last pe- 
riod was January 13, 1937; she is again pregnant, and 
thus far this pregnancy has been uneventful. 


Case 6. Mrs. D. F., 31 years old, a secundigravida, had 
had a first uncomplicated pregnancy which resulted in the 
delivery of a normal child, alive and well at present. On 
July 21, 1931, she was curetted at the Marlboro Hospital 
by Dr. A. E. LeMarbre for a hydatidiform mole. On 
August 29, 1931, she was operated on for chorionepithe- 
lioma. 


Case 7. Mrs. L. D., 33 years old, a tertigravida, had a 
vesicular mole in her first pregnancy and was curetted by 
me at the Carney Hospital on August 10, 1931. The uterus 
and vagina were packed to control hemorrhage, which 
was fairly brisk. She made a good recovery, and the 
pathological examination showed no evidence of chorion- 
epithelioma. She has since had two full-term deliveries of 
normal infants and is enjoying good health today. 


Case 8. Mrs. A. B., 32 years old, a primigravida, was 
curetted for a hydatidiform mole by Dr. Frank T. Spel- 
lissy at the Marlboro Hospital in February, 1933. The 
pathological examination revealed no evidence of chorion- 
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epithelioma. She lost a great deal of blood and had sev- 
eral blood transfusions. The Aschheim-Zondek tests varied 
between positive and negative. On July 27, 1933, she was 
operated on for chorionepithelioma. 


Case 9. Mrs. L., 49 years old, a quartigravida, was ad- 
mitted to the Carney Hospital on June 13, 1936, for bleed- 
ing. She had had two spontaneous full-term deliveries 
and a complete miscarriage. Four days after admission 
she expelled a mole, and was curetted the following day, 
The pathological report stated: “Hydatidiform 
mole; no evidence of malignancy.” She was discharged 
from the hospital in good physical condition. On July 
27, 1936, the rabbit and rat tests were positive. On 
August | and 2 the 24-hour specimen of urine contained 
10,000 r.u. (rat units) of prolan A per liter, or 4,600 r.u. 
per 24 hours, and 5,000 r.u. of prolan B per liter, or 2,300 
ru. per 24 hours. On August 1, 1936, she was operated 
on for chorionepithelioma. 

* * * 


June 18. 


Chorionepithelioma may be defined as a highly 
malignant tumor developing after the formation 
of fetal cells. It may follow full-term labor, abor- 
tion, extrauterine pregnancy or hydatidiform mole. 
Occasionally it develops coincidentally with a mo- 
lar pregnancy. The neoplasm may exist primarily 
and independently of pregnancy only as a patho- 
logical curiosity; thus, a few cases of this disorder 
have been reported in the male. Sanger first de- 
scribed the condition in 1892 and called it “sar- 
coma uteri deciduoma cellulare,” while Marchand,° 
whose extensive monograph appeared in 1895, dif- 
ferentiated the syncytium from Langhans’s layer 
in these tumors, to which in 1898 he gave the now 
accepted name of chorionepithelioma. Ewing” 
recognizes three main types of choriomas and 
states that these may be distinguished by gross 
and microscopic structure, while there are transi- 
tion cases between them. He refers to them as 
(1) chorioadenoma destruens (destructive placen- 
tal mole), (2) choriocarcinoma and (3) syncyti- 
oma and syncytial endometritis. Space does not 
permit me to describe the histology of these inter- 
esting tumors, which is well covered in Ewing's 
book. Chorioma is a disease of fertile women, a 
pregnancy of one type or another antedating al- 
most every typical growth. The incidence in- 
creases with multiparity, and according to Teach- 
er’® reaches its peak at the age of thirty-three. Polos- 
son and Violet** collected 455 cases with the fol- 
lowing results: 45 per cent followed hydatidiform 
mole, 30 per cent abortion, and 21 per cent labor 
at term. Teacher’s figures in a series of 186 cases 
showed 37 per cent after vesicular mole, 31 per cent 
after abortion, 28 per cent after labor and 4 per 
cent after extrauterine pregnancy. Hitschmann 
and Cristofoletti’’ reviewed 240 cases with the fol- 
lowing incidence: 48 per cent followed molar 
pregnancy, 30 per cent abortion and 21 per cent 
normal labor. In Findley’s’ review of 500 cases of 
mole 31.4 per cent developed chorionepithelioma; 
in Hitschmann and Cristofoletti’s series 7.5 per 
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cent did so, while Hertzler’® states that 50 per 
cent of hydatid moles develop chorionepithelioma. 

Schumann‘ has shown that lutein cysts of the 
ovary are reported as of fairly regular occurrence 
in association with molar pregnancy, and are usu- 
ally bilateral. Not infrequently the cysts regress 
after the evacuation of the mole, but more gener- 
ally they persist, especially if chorionepithelioma 
develops. Schmitz, quoted by Beasley,’* states 
that lutein cysts of the ovary are found in from 10 
to 20 per cent of the cases with hydatidiform mole 
and chorionepithelioma and usually regress after 
the primary lesion is removed. In Gordon’s'® re- 
port, Coventry is quoted as saying that these cysts 
are found in 90 per cent of chorionepitheliomas 
and 80 per cent of hydatid moles. The figures of 
the last two authors show the two extremes. 

The diagnosis of chorionepithelioma, as outlined 
by Sanger,"® is based on (1) a history of a preceding 
labor, abortion or the passing of a‘mole; (2) uterine 
hemorrhage persisting after a curettage; (3) hemor- 
rhagic putrid discharge and secondary infection fol- 
lowing intrauterine instrumentation; (4) progres- 
sive enlargement of the uterus; (5) rapidly grow- 
ing anemia and cachexia; (6) early metastases, es- 
pecially in the vagina and in the lungs, with re- 
sulting cough, dyspnea and hemoptysis; and (7) 
rapid course with death within six or seven months. 
To these must be added positive microscopic find- 
ings in the scrapings, bearing in mind that small 
localized lesions may be missed by the curette. 

The diagnosis of this highly malignant, rapidly 
growing neoplasm has been simplified with the ad- 
vent of the biologic test. Zondek’’ showed that 
the excretion of gonadotropic substance is greatly 
increased in the blood, urine and spinal fluid in 
cases with a pathologic placenta (hydatidiform 
mole or chorionepithelioma). He demonstrated 
in 1929 that the excretion of gonadotropic substance 
in the urine in cases of hydatidiform mole is from 
two to three times as great as in normal pregnancy, 
and that the concentration of this principle in the 
fluid of the mole is greater than in its wall. In 
1930 Robert Meyer’® reported that the hormone 
excretion is also increased in chorionepithelioma. 
A positive pregnancy reaction and a progressive 1n- 
crease of gonadotropic substance in the urine six 
weeks after the expulsion of a mole suggests cho- 
rionepithelioma. When the Aschheim-Zondek re- 
action has become negative following the extrac- 
tion of a mole and again becomes positive, the 
differential diagnosis between a new pregnancy 
and chorionepithelioma must be established. Zon- 
dek** emphasizes the importance of quantitative 
urine assays in addition to clinical observation. He 
calls attention to the importance of this procedure 
for prognosis in chorionepithelioma, and indicates 
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that if the pregnancy test has become negative 
after treatment and if the luteinizing substance 
again appears in the urine, a continuance of the 
morbid process must be suspected. He asserts 
also that the anterior portion of the pituitary gland 
in normal pregnancy as well as in chorionepi- 
thelioma contains little or no gonadotropic sub- 
stance. 

Metastases occur by way of the blood stream, 
the fetal ectodermal cells eroding and penetrating 
the blood vessels. These metastases are widespread, 
and appear soon after the establishment of the dis- 
ease. They are found in the lungs, the vagina and 
vulva, the uterine ligaments, the tubes and ovaries, 
the liver and the urinary and central nervous sys- 
tems, and occasionally occur in other organs. 


The treatment of this highly malignant disorder 
must be instituted early if curative results are to 
be expected. Fortunately, with the Aschheim- 
Zondek test and its modifications, and with the 
quantitative assay of the urine for the gonado- 
tropic hormone, a much earlier diagnosis can be 
established than has heretofore been possible. The 
prophylaxis rests upon the complete evacuation of 
every vesicular mole by curettage, or preferably 
under direct vision, as recommended by Schumann, 
followed by immediate hysterectomy, with the abla- 
tion of the tubes and ovaries if invasive areas in 
the uterine musculature are encountered. This 
method should improve results in the future. It 
the diagnosis of mole is established at the time of 
a curettage, the material should be examined his- 
tologically without delay so that if chorioma is 
found to be present treatment may be instituted at 
once. The cure of chorionepithelioma rests upon 
a panhysterectomy, the removal of the adnexa, and 
the excision of veins and glandular structures which 
are susceptible to extirpation. Blood transfusions 
are of inestimable value in preparing patients for 
this radical intervention. Since a chorioma is made 
up of fetal elements and therefore highly susceptible 
to irradiation, radium and deep x-ray therapy offers 
a satisfactory plan of treatment in women so af- 
flicted. Schmitz and Hueper’® reported prophy- 
lactic irradiation in 7 of their 8 cases before hyster- 
ectomy. These agents have been shown to be of 
value in some patients in treating recurrences. The 
cases so treated are not numerous enough to allow 
conclusions to be drawn, but we may reasonably 
expect that irradiation with radium and x-rays and 
radical hysterectomy will all play a part in the 
management of this highly fatal tumor. In any 
event, all patients treated for chorionepithelioma 
should have frequent biologic tests and should be 
kept under close and constant observation. Re- 
currences are unlikely if there have been none for 
two years after treatment. 


CASE REPORTS 


Four women with chorionepithelioma have come 
under my observation. The first three were oper- 
ated on by me and the fourth by Dr. Roy J. Hef- 


fernan. Brief abstracts of the cases are appended. 


Case 1 (Case 3—hydatidiform mole). Mrs. A. S., 31 
years old, a primigravida, was curetted at the Carney 
Hospital for a hydatidiform mole on May 4, 1922. She 
was in bed 2 weeks, the flowing stopped, and she was 
discharged improved with a hemoglobin of 70 per cent. 
On May 22, 1922, she was readmitted. She was flowing 
freely; her hemoglobin was 40 per cent. She was given 
a transfusion of 600 cc. of citrated blood on this day. 
The following day the hemoglobin was 50 per cent. She 
was given a second transfusion of 700 cc. of citrated blood, 
following which an abdominal panhysterectomy, with 
bilateral salpingo-oophorectomy, was performed following 
a clinical diagnosis of chorionepithelioma. On May 24 
the hemoglobin was 65 per cent. The patient’s conva- 
lescence was uneventful, and she was discharged improved. 
The pathologic specimen was mislaid, hence no histologic 
diagnosis was obtained. The gross appearance of the 
uterine neoplasm was that of chorionepithelioma. We 
have been unable to trace the patient in recent years. 


Case 2 (Case 6—hydatidiform mole). Mrs. D. F., 
21 years old, a secondigravida, had had a first uncompli- 
cated pregnancy which resulted in the delivery of a normal 
child, who is alive and well today. On July 21, 1931, she 
expelled a molar pregnancy and was Curetted at the Marl- 
boro Hospital. On August 19, 1931, a second curettage 
for hemorrhage was done at the same hospital. A diag- 
nosis of chorionepithelioma was received from the State 
Laboratory on August 28. The following day I operated 
on the patient at the Marlboro Hospital. The clinical diag- 
noses were chorionepithelioma and bilateral adnexitis. The 
operation consisted of an abdominal panhysterectomy with 
bilateral salpingo-oophorectomy. The diagnosis of chorion- 
epithelioma was confirmed histologically. The patient 
made an uneventful recovery and is alive and well today, 
nearly 6 years after operation. 


Case 3 (Case 8—hydatidiform mole). Mrs. A. B., 
32 years old, a primigravida, was curetted for a hydatid 
mole at the Marlboro Hospital in February, 1933. She had 
lost considerable blood, and during the course of her 
convalescence she had had several blood transfusions. 
The Aschheim-Zondek test varied between positive and 
negative. In July, 1933, the test was strongly positive. 
She was referred to the Carney Hospital, where she was 
operated on July 27. The clinical diagnoses were chorion- 
epithelioma, marked pelvic adhesions, chronic pelvic in- 
flammatory disease and chronic appendicitis with adhe- 
sions. The operation, preceded by a transfusion of 600 cc. 
of citrated blood, consisted of an abdominal panhysterec- 
tomy with bilateral salpingo-oophorectomy, and appen- 
dectomy. The diagnosis was confirmed histologically. 
The patient had an uninterrupted recovery and is alive 
and well today, nearly 4 years after operation. 


Case 4 (Case 9 — hydatidiform mole). Mrs. L., 49 years 
old, a quartigravida, was admitted to the Carney Hospital 
on June 13, 1936. She was bleeding slightly when exam- 
ined, but no vesicles were observed. She had had two 
spontaneous full-term deliveries and a complete miscar- 
riage. On June 17 she expelled a mole and was curetted 
the next day. The pathological report stated: “Hydatidi- 
form mole; no evidence of malignancy.” She was dis- 
charged from the hospital in good physical condition. 
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On July 27, 1936, the rabbit and rat tests were positive 
and the gonadotropic substance in the urine was increased. 
The patient was readmitted and operated on by Dr. Heffer- 
nan on August 1, 1936, the operation consisting of an 
abdominal panhysterectomy with bilateral salpingo-oopho- 
rectomy. The diagnosis of chorionepithelioma was con- 
firmed histologically. The patient made an excellent 
recovery and was discharged on August 14. <A specimen 
of urine collected on that day revealed a negative biologic 
test. This test has been repeated at monthly intervals 
for 10 months and has remained negative. Clinically, 
the patient has no symptoms and is feeling well. 


CONCLUSIONS 


1. Hydatidiform mole, or pathologic placenta, 
is a cystic degeneration of the chorionic villi. 

2. Lutein cysts of the ovaries, which are usually 
bilateral, frequently accompany the condition and 
may regress after the expulsion of the mole. They 
may persist when chorionepithelioma develops. 

3. The biologic test of pregnancy is strongly 
positive. 

4. The management consists of evacuating the 
uterine cavity by digital or instrumental curettage, 
or under direct vision by an abdominal hyster- 
otomy. 

5. Monthly pregnancy tests should be performed 
for one year. A positive reaction longer than six 
weeks after the evacuation of a mole denotes the 
persistence of chorionic epithelium. 

6. Chorionepithelioma is a highly malignant 
tumor developing after the formation of fetal cells. 
It may follow labor, abortion, extrauterine preg- 
nancy or hydatid mole. 

7. The diagnosis has been simplified with the 
advent of the biologic test. 

8. A positive pregnancy reaction and a progres- 
sive increase of gonadotropic substance in the urine 
six weeks after the expulsion of a mole suggest 
chorionepithelioma. 

9. Metastases, which are rapid and widespread, 
occur by the way of the blood stream, since the 
syncytium erodes and penetrates blood vessels. 

10. The treatment consists of a radical panhys- 
terectomy with bilateral salpingo-oophorectomy. 
This may be preceded by a radium application and 
followed by deep x-ray therapy. 

11. Nine cases of hydatidiform mole and 4 
cases of chorionepithelioma are reported. 

270 Commonwealth Avenue. 
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Discussion 


THE CHAIRMAN: 
Dr. Thomas Almy. 


The discussion will be opened by 


Dr. THomas Avy, Fall River: Our experience with 
moles and chorionepitheliomas has been limited to 9 
Five moles were emptied by vagina. In 1 of these 
5 cases the patient, with a uterus the size of a term preg 
nancy, nearly died on the table from hemorrhage and 
ran a septic temperature for a week; she finally recovered, 
and has been delivered of a normal child. In 
another case (1934), the patient spontaneously passed the 
whole sac, was watched closely for one year, and has 
recently been delivered of a normal child. The other 
3 patients had digital or light instrumental curettage, 
| being followed by repeated Friedman tests; 2 were 
encountered before we knew of this test. In a 
with a uterus the size of a six-months’ pregnancy, the 
patient had an anterior hysterotomy with uneventful con- 
valescence and is well today. One woman with a large 
uterus which had bled for two months, with a tight, hard, 
infantile cervix and a strongly positive Friedman. test, 
had a supracervical hysterectomy. In this case both ova- 
ries were cystic, and each was the size of a large orange. 
Hysterectomy was forced on us because the patient could 
not stand further loss of blood. She made an uneventful 
convalescence. 

Two cases of chorionepithelioma have been cared for. 
In the first, there was a history of toxemia, followed by 
expulsion of mole, curettage and uterine lavage two 
months before coming under my care. On January 3, 
1917, the patient was bleeding freely from the vagina. 
The pulse was 130, there was a hemoglobin of 30 per cent, 
and the red blood count was 1,200,000. In the right 
vaginal vault was an ulcerated area, admitting the finger, 
from which blood was flowing freely. The uterus was 
the size of a three-months’ pregnancy; light curettage 
brought away considerable friable tissue. A capsule con- 
taining 25 mg. of radium was placed over the ulcerated 
area, and one with 50 mg. was placed in the uterus. The 
vagina was well packed. The pathological report was 
“rapidly growing chorionepithelioma.” The patient was 
transfused, but her condition did not improve. Two weeks 
later she showed definite lung involvement and died. 

The second chorionepithelioma patient had been curet- 
ted twice for mole before coming on my service. The 
cervix was closed, the uterus was somewhat enlarged, 
and a sound caused bleeding. Partly because of her his- 
tory and partly because the patient desired it, a pelvic oper- 
ation was performed. Near the right cornu under the peri- 
toneum could be seen a blue cystic area. The uterus and 
both ovaries and tubes were removed. The pathological 
report was “chorionepithelioma remnants of hydatidiform 
mole.” This patient is alive and well today. 

Dr. Phaneuf’s results are remarkable. Three points 
might be re-emphasized. First, more careful examination 
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of the material from abortions would, I feel, increase our 
incidence of diagnosed moles. Secondly, more careful 
follow-up of moles with the Friedman test would make 
possible an earlier diagnosis of chorionepithelioma, when 
there is a good chance for cure. Thirdly, more cases 
should be operated upon by the abdominal route. 


Tue CuarrmMan: Dr. Hertig will now present his dis- 
cussion, 

Dr. A. T. Hertic, Boston: Dr. Phaneuf’s thorough and 
excellent review of the infrequent, though important and 
dangerous, complication of pregnancy, with the report of 
additional cases of his own, serves to re-emphasize the dif- 
ficulties which lie in the path of successful treatment of the 
malignant sequelae of hydatidiform mole. One of the 
things which often make the treatment of chorionephithe- 
lioma unsuccessful is the fact that this diagnosis is not 
made early enough to institute effective therapy. 

As a pathologist concerned with the pathology of obstet- 
rics and gynecology, I am interested in this problem of 
the early and hence effective diagnosis of chorionepithe- 
lioma from the original mole. I am therefore very glad 
to discuss this paper — the more so since [ was permitted 
to examine the original mole from Case 9, which, as you 
will remember, became Case 4 of the reported chorion- 
epitheliomas. This case appears to me to epitomize the 
difficulty in separating benign from malignant moles. 

In an attempt to correlate the morphologic picture in 
any original mole with the ultimate outcome, I have en- 
listed the co-operation of pathologists, obstetricians and 
gynecologists in New England as well as in other places 
throughout the country. They have sent me specimens 
or lent me paraffin blocks or slides from their pathological 
collections, and follow-up reports whenever available. This 
study has been under way somewhat less than two years, 
and to date we have material from over 100 cases. 

It appears from a preliminary study of 24 of these cases 
that the usual concept that all moles are potentially malig- 
nant is not entirely justified, nor conversely is the Hitsch- 
mann doctrine true that one can tell nothing about the 
potentialities of a mole by examining it. In the analysis 
of these 24 cases there have been 12 which I originally 
classified as either “benign,” “probably benign” or “pos- 
sibly benign,” respectively, because of the presence of the 
following general histologic features: 


1. Normal chorionic epithelium. 

2. Slight, undoubted benign hyperplasia without mito- 
ses or anaplasia. 

3. Moderate to marked benign hyperplasia with occa- 
sional anaplastic cells, that is, those of increased size 
with enlarged, irregular hyperchromatic and darkly 
staining nuclei. 


In the | case of later proved malignancy, Dr. Phaneuf’s 
Case 9, I broke my own rules and included it in the “pos- 
sibly benign” group. It is apparent from the outcome that 
a certain histologic feature, namely the presence of a 
small number of tissue-culture-like masses of cells — un- 
attached to chorionic villi and growing along the surfaces 
of blood clot and decidua — should have influenced me in 
putting the mole in at least the potentially malignant 
group, which I am about to describe. At the time of the 
original examination, however, I realized that I was diag- 
nostically on thin ice; since the significance of this tissue- 
culture-like growth was then not understood, I advised 
that the case be carefully followed clinically with bimonth- 
ly Aschheim-Zondek tests until the patient was proved to 
be free from viable chorionic tissue. 

Of the 12 remaining moles in this series, 8 became malig- 


nant. All 12 were diagnosed as “potentially malignant,” 
“probably malignant” or “malignant,” on the basis of one 
or more of the following features: 
1. Invasion of villous stroma by relatively undifferen- 
tiated chorioepithelial elements. 
Moderate to marked anaplasia, either with or with- 
out mitotic activity, of the epithelium. 
3. Tissue-culture-like growth of detached chorioepithe- 
lial elements — usually in fairly large masses and 
growing upon the surface of blood clot. 
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Just where one places the original mole within the 
benign or the malignant series seems relatively unimpor- 
tant when looking at each series as a whole; for if the 
word “benign” is used, regardless of how one qualifies it, 
the chances are slight of the mole’s becoming malignant, 
whereas if one once entertains the idea of malignancy, re- 
gardless of whether it is only potential, the chances of the 
mole’s becoming malignant seem to be many times great- 
er. All of which indicates that Hitschmann’s categorical 
statement that one cannot tell much about a mole by look- 
ing at it is not entirely warranted. 

In order that sections be representative of the entire 
mole, many should be made by the pathologist, especially 
through the areas of contact with decidua. The curettings 
obtained at the time of the removal of the original mole 
are the most important single aid to diagnosis, because 
they include placental site fragments, which obviously are 
the most apt to show evidence of invasion by any malig- 
nant elements that may be present. It is a routine pro- 
cedure in this laboratory to divide all the curettings into 
a sufficiently small number of piles so that one or more 
representative sections will be obtained from the entire 
lining of the uterus. If this were done routinely else- 
where a more accurate picture of any given mole’s mor- 
phology would be obtained, and this would aid in properly 
evaluating its benignancy or malignancy. It has been our 
experience that six or eight sections of a mole may look 
quite benign, yet the ninth may show areas of disturbing 
hyperplasia, anaplasia or tissue-culture-like growth. 

It is of course realized that these 24 cases do not form a 
large enough series from which to draw conclusions of a 
sweeping nature, even though a given trend appears to be 
fairly definite. With this limitation in mind, we are at- 
tempting to get a really significant series of moles to study 
carefully from a pathological standpoint, and hope to cor- 
relate their microscopic appearance with their ultimate 
clinical outcome. To make this possible, obstetricians, 
gynecologists and pathologists are asked to co-operate in 
sending us material with histories, since it is quite obvious 
that no single city, even one the size of Boston, can fur- 
nish enough material to make this study feasible. 


Tue CuarrMan: Before I ask the Nominating Commit- 
tee for next year’s nominations, let me briefly rehearse 
what the section has done this year. Last fall it was de- 
cided, since the subjects for articles on obstetrics and 
gynecology in the New England Journal of Medicine had 
almost been exhausted, to run a series of case histories on 
obstetrics and gynecology, and to concentrate in these 
meetings on matters there illustrated. All cases have 
been those of bleeding before three and a half months. 

These cases have been gathered and edited by a com- 
mittee of eight or ten men living in Boston, who have 
met every month, and also by an advisory committee com- 
posed of sixteen men from throughout the State. It 
would be interesting to get some expression of opinion as 
to whether this experiment has been a success. 


Dr. Atmy: It has been very much worth while. The 
cases are unique. I think it ought to be kept going. 
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Dr. PHaneur: What impressed me was the variety of 
the cases. These were obtained with some difficulty, and 
have formed a unique status of this method of teaching 
in the Journal. If we run these cases long enough they 
might be put in book form. They would be of great 
value. 

Dr. Epwarp L. Kicknam, Boston: I am sure we all 
agree that the committee has done good work. It has been 
the custom in the past to have the cases published, and I 
think Dr. Phaneuf’s suggestion if carried out at least in 
booklet form would be of value. 


Dr. CuristopHer J. Duncan, Brookline: The work 
of the committee in getting these papers together and 
reading them each month has created considerable interest. 
Many men in the suburbs have enjoyed them very much, 
and have wondered whether this arrangement was a 
temporary one. 


Dr. Ricnarp S. Benner, Springfield: I think the men 
in my part of the country read the case reports and find 
them instructive. As these have been published for only 
a short time, many subscribers have not yet become accus- 
tomed to looking for them. 


I heartily endorse the continuance of this arrangement. 
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The case histories present the practical issues which we 
meet with in daily practice, and the latest treatment 
given. 

Tue CHairMan: We will now hear from Dr. DeNor- 
mandie, chairman of the Nominating Committee. 


Dr. Rosert L. DeNorManoie, Boston: Before I give you 
the nominations for next year, I want to emphasize that 
we need more help in carrying on, because the State 
Board of Health has asked this Section to help them 
on the maternal mortality study which is going to be 
made over a period of five years, and also on the post- 
graduate teaching. 

It has been suggested that we have a permanent secre- 
tary, and with this in mind we have made the following 
nominauions: 

Chairman: Dr. Raymond §S. Titus, Boston. 

Vice-Chairman: Dr. Roy J. Heffernan, Boston. 

Secretary: Dr. M. Fletcher Eades, Boston. 

The nominations were then accepted, 

Tue CHairMan: I now take great pleasure in introduc- 
ing our guest speaker, Dr. James R. McCord, attending 
gynecologist and obstetrician, Grady Memorial and Wesley 
Memorial hospitals, Atlanta, Georgia. His subject will be 
“Aboruon.” 


ABORTION 
James R. McCorp, M.D.* 


ATLANTA, GEORGIA 


HAT I am going to say to you in regard to 

abortion is so absurdly simple that I rather 
hesitate to present it. I feel that you probably will 
be disappointed. 

I am not going to say anything about the etiology 
of abortions for two reasons: first, because I have 
not the time, and secondly and mainly, because I 
do not know enough about it. I do believe, how- 
ever, that we do not give nature as much credit as 
she deserves in getting rid of something that she 
does not want. In the majority of cases, early 
abortions represent inherently defective implanta- 
tions of the fertilized ovum; we do not try very 
hard to prevent them. 

One term in obstetric literature is greatly over- 
worked —the term “incomplete abortion.” Of 
course incomplete abortions occur, but they are 
rare. During 1912 I was a resident at the old New 
York Lying-In Hospital and had to curet every 
case of abortion which was admitted. There was 
no choice in the matter. At that time I was im- 
pressed by what seemed to me much needless 
intrauterine manipulation. 1 made up my mind, 
then, that I was going to treat all abortions con- 
servatively. I have been doing that since 1912 and 
have had no cause to regret it. 

If we only knew the entire truth, we should 
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learn that abortions are probably the greatest 
cause of maternal deaths. Abortions are on the in- 
crease, particularly criminal abortions. Even our 
Negroes are learning the methods, and criminal 
abortions are seen more frequently among them 
than formerly. 

We are mainly concerned with the treatment of 
abortion. Let us assume that we see Mrs. Smith 
at three o’clock in the morning. We find her in 
bed with abdominal pain, and she has vaginal 
bleeding. We find that she has missed one, two 
or three menstrual periods. A temporary diag- 
nosis of abortion is made. We then begin to 
think of infection. There is no need to do a vagi- 
nal examination. The patient is prepared by shav- 
ing and washing with soap and water. One of 
three or four antiseptic solutions is instilled into 
the vagina. Such a solution probably does some 
good, but it is not effective if virulent streptococci 
are introduced from the outside. 


What we do for this woman from now on de- 
pends upon the amount of blood that she has 
lost and is losing. A woman rarely bleeds enough 
from an abortion to endanger her life. However, 
too much blood loss may cause a troublesome sec- 
ondary anemia. If gross bleeding is not evident, 
we leave the patient alone and, if necessary, give 
small doszs of morphine for pain. The majority 
will completely abort themselves. Such patients 
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should be kept in bed from twelve to fourteen 
days to obtain the best results. One reason many 
women are curetted for an “incomplete abortion” 
is because the involution of the uterus is relatively 
stower after an abortion than after a term preg- 
nancy. These patients remain in bed for several 
days, bleeding stops and they get up and about. 
The enlarged uterus drops behind, becomes pas- 
sively congested, and bleeding starts again. It is 
curetted and the bleeding stops, not because of the 
curettage but because of the enforced rest in bed 
necessitated by the curettage. 


If this woman is bleeding enough to cause an 
anemia, what do we do? She and the operator 
must be properly prepared for operation. I trust 
I will not be misunderstood when I say that a 
mask that covers nose and mouth is more impor- 
tant in the prevention of puerperal sepsis than 
rubber gloves. Insert a speculum into the vagina 
and expose the cervix. If products of conception 
are seen, remove them with sponge forceps. If 
not seen, pack the vagina tightly with something 
sterile and in a cleanly manner. Eighteen to twen- 
ty-four hours later the woman is prepared for 
operation. Remove the packing, and if the 
products of conception do not come out with the 
packing, insert a speculum and examine the cervix. 
If they are seen, remove them with sponge forceps; 
if not, and if there is no bleeding, do not repack. 

I have no particular dispute with those who 
prefer to treat their abortions by intrauterine 
manipulation, but only the afebrile ones should 
be so treated. It is not unusual to see a woman 
who admits efforts at induction eighteen to twenty- 
four hours previously. She has had a chill and 
has fever, a rapid pulse, a high leukocyte count, 
pain and vaginal bleeding. Such a woman who 
gets well after intrauterine manipulation gets well 
in spite of the treatment rather than as a result 
of it. 


We have reviewed the records of the last 1600 
women who passed through our labor room. There 
were 109 abortions and 1 death. Among these 109 
cases, there were only 2 in which the vagina was 
packed. Two were curetted for continued bleed- 
ing, and 1 was a therapeutic abortion. 

I admit that there are certain definite indications 
for the curette in obstetrics and gynecology; but, 
in conclusion, I shall illustrate by a story. 


A Kentucky farmer had a hayfield by the side 
of a mountain stream. He had just cut his hay, 
and while curing in the field a freshet washed it 
all away. As he stood on his back porch observ- 
ing the damage, his wife put her hand on his 
shoulder and said: “John, please don’t worry — 
this is just one of Providence’s mysterious ways.” 
He replied: “Yes, that’s Providence all right, but 
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take Him up one side and down the other, I'll be 
darned if He doesn’t do about as much harm as 
good.” 

That is the way I feel about the curette. 

50 Armstrong Street. 





Discussion 


Tue CuairmMan: The discussion will be opened by Dr. 
DeNormandie. 


Dr. DeNormanpie: It is a pleasure to welcome Dr. 
McCord. There is no one man who has done more than 
he to teach rational obstetrics in various parts of the coun- 
try. He told me that he supposed that I would disagree 
with him on the treatment of abortion. As a matter of 
fact, | agree with him entirely. His conservatism is ad- 
mirable, and might well be followed. 

In our study a year or two ago many of the deaths came 
from curetting women who had had abortions done. They 
were curetted when they had a high temperature. The 
question of bleeding is always a possible factor. Some 
men think quite a bit is a dangerous symptom. They 
curet, but forget that the woman has a high temperature. 
I have used a glycerin pack. Dr. McCord said he did not 
care what type of pack was used; I am convinced, how- 
ever, that the glycerin pack brings out the products of con- 
ception well. 


Tue CHARMAN: The meeting is now open for general 
discussion. 


Dr. BENJAMIN Parvey, Boston: I am sure all of us pres- 
ent most heartily appreciate Dr. Phaneuf’s elaborate paper. 
I take this opportunity to pay tribute to Bernard Zondek 
for devising a simple method for aiding the diagnosis and 
prognosis in cases with pathologic lesions oi placenta and 
chorion. 

These conditions are not so infrequent as ordinarily sup- 
posed. The two most prominent symptoms of moles are 
the rapid growth of the uterus, not consistent with a nor- 
mal pregnancy, and irregular bleeding. The actual excit- 
ing cause of the degeneration of the placenta and the cho- 
rion is unknown, although many theories have been ad- 
vanced. The most logical ones, in my opinion, are those 
of Aschheim and Frankel. Aschheim is of the opinion 
that in normal pregnancy the anterior pituitary body se- 
cretes a hormone of importance for the nutrition and 
growth of the fetus. Since there is no fetus in hydatidi- 
form mole, the excess of this hormone exerts its influence 
upon the ovary, causing corpus luteum cyst formation. 
Frankel, however, suggests that abnormal secretion from 
the diseased corpus luteum produces a diseased ovum. 
Rossler in his study of hydatidiform mole and chorionepi- 
thelioma has demonstrated that the secretion of the 
anterior-pituitary-like hormone in the urine in benign mole 
is found to be three times as great as in normal pregnancy. 
But in the malignant variety it is from eight to fifteen 
times that amount. Zondek found from a quantitative 
urine analysis in the first three months of a normal preg- 
nancy that there were from 5000 to 30,000 m.u. (mouse 
units) of luteinizing hormone per liter of morning urine, 
and that this amount gradually diminished in the latter 
months of pregnancy. In hydatidiform mole, 200,000 m.u. 
per liter was found, whereas, in chorionepithelioma as high 
as 1,000,000 m.u. per litre was found, also a minimum of 
416 m.u. in the spinal fluid. Similar findings have been 
obtained by Smith of Boston in urine from cases of toxemi- 
as of pregnancy, except that in the spinal fluid prolan A is 
found, but no prolan B. However, this condition can be 
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ruled out clinically. It is obvious that a quantitative 
Aschheim-Zondek test is of great diagnostic and prognos- 
tic value. It should be carried out at monthly intervals 
for at least six months, because chorionepithelioma does 
not occur until weeks or months after the discharge of 
the mole. 

In view of these facts, I believe that, if an Aschheim- 
Zondek test in any case gives a strongly positive result, a 
quantitative hormonal analysis should be carried out. 

In addition to Dr. McCord’s conservative method of 
treating aseptic types of abortive cases, I found that the 
application of rubber pessaries in the beginning of the 
third and through the fourth month of pregnancy, and 
knee-chest position exercises in retroverted and retroflexed 
uteri, aid in preventing a mechanical abortion, as the 
uterus after the fourth month is much beyond the sacral 
curvature. 

Bleeding in the early months of pregnancy, when the 
uterus is in a normal position, may be due to an imbalance 
of the ovarian hormones, namely folliculin and corpus 
luteum hormone. 
when in proper proportions, but antagonistic when either 
is in excess, a decrease of corpus luteum will cause bleed- 
ing. Progestin should be given to supply the deficiency, 
as the fetus depends on the corpus luteum for its nutrition 
during the early months of gestation. 

I have had 3 cases of habitual abortions occurring at 
two and a half and three months of pregnancy in spite 
of all the prophylactic precautions. I treated these patients 
by injecting daily doses of 1 rabbit unit of progestin 
intragluteally, up to the viability of the fetus, then every 
second day, supplemented by oral administration of 30 
or 40 gr. of corpus luteum daily up to the eighth month 
of gestation. One of the three was an ambulatory case, 
the patient being obliged to continue working. I delivered 
all 3 women of healthy babies. 

I am now treating a patient with progestin who has had 
four spontaneous abortions at three months without any 


Since the two hormones are synergistic 
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symptoms of warning. She has previously been thor- 
oughly studied by excellent men in the field of obstetrics, 
but no definite cause of the abortions has been ascertained. 
She is now five and a half months pregnant. 


Dr. Cuartes McCann, Brockton: In regard to recur- 
rent extrauterine pregnancies, apparently the underlying 
causes are frequently identical in both tubes, and should 
one tube be removed for the relief of this condition it is 
reasonable to suppose that the other might be similarly 
affected later. A great many gynecologists hold firmly 
to this opinion, and advocate the removal of the unaffected 
tube as a prophylactic measure against recurrence. Also, 
after laparotomy we have the additional factor of the 
possibility of infection’s developing in the other tube, 
which was previously healthy. 

The practical point in this connection is, of course, 
whether it is proper in the interest of the patient to remove 
the nonpregnant tube as a routine procedure in the opera- 
tion for tubal pregnancy. Statistics are not reliable, 
because adequate study involves a great deal of observa 
tion over a number of years. About one woman in eight 
who has had an extrauterine pregnancy may expect an- 
other, and about half such women may expect a future 
normal pregnancy. 

These figures are overwhelmingly in favor of permitting 
future conception whenever possible, although it is good 
practice, | think, to inspect the nonpregnant tube and 
remove it if damaged; for the first consideration is the 
immediate recovery of the patient, and in a serious con- 
dition no surgical procedure should be performed except 
the minimum one needed to meet the given emergency. 
On the other hand, inasmuch as ectopic pregnancy has 
recurred in the same tube, conservative treatment is ill- 
advised and the entire ectopic tube should invariably be 
excised. 

THe CHAIRMAN: Is 
the floor? 


there any more discussion from 


If not, I declare the meeting adjourned. 
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THE TREATMENT OF CHRONIC ALCOHOLISM 
Rosert FLeminc, M.D.* 


BOSTON 


N any consideration of the treatment of chronic 

alcoholism, interest is primarily focused neither 
on the ethyl alcohol itself nor on its effects upon 
those individuals who consume it to excess. It is 
rather concerned with the behavior of others toward 
those so addicted. On one hand we have an al- 
coholic, and on the other a sober person who is 
faced with all the complicated and _ interesting 
phenomena of drunkenness about which so much 
has been written. The problem is this: What 
can the sober person do that will make the inebri- 
ate stop his drinking; that is, What is the proper 
treatment of chronic alcoholism? 

The sober person, in whose behavior we are pri- 
marily interested, can, if he is persuasive, simply 
take the man home and put him to bed, thus solv- 
ing his immediate problem and leaving those of 
the morrow to find their solution when that mor- 
row dawns. This is the rudimentary treatment of 
acute alcoholic intoxication alone. If, however, 
our hypothetical sober person is forced to deal with 
the problems of the morning after, or as is more 
often the case, with repeated attacks of acute al- 
coholic intoxication and with multiple mornings 
after,—in other words, with the problem of 
treating chronic alcoholism, — there are three main 
lines of attack open to him. He can attempt to 
keep alcohol out of reach of the man, to keep the 
man away from alcohol, —lock him up, in other 
words,—or to modify the man in such a way 
that although within reach of alcohol he will not 
drink it — in short, will cease to be an alcoholic. 

The choice among these lines of approach de- 
pends to a considerable extent upon what the sober 
person's concept of the nature of drunkenness is. 
If he regards it as a sin, and mankind as weak and 
incapable of resisting the lure of drink, he will 
very probably try to shut off the supply of al- 
coholic beverages by recourse to the first method. 
Now, whatever else those thirteen years of the 
National Prohibition Amendment may have ac- 
complished, they at least taught us once and for 
all that this first approach — trying to keep alcohol 
out of the alcoholic’s reach — accomplishes very lit- 
tle for the sober person.t If, on the other hand, 
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the sober person is convinced that drunkenness 
is a crime, —and this is its official status in Mass- 
achusetts today,—the logical approach is simply 
to find a suitable punishment. This approach has 
much historical precedent to support it, and the 
list of formidable punishments that have been 
devised — from ordinary torture, the ducking stool 
and the public stocks, to pouring molten lead down 
thirsty throats — is, if nothing else, a testimony to 
the sadistic ingenuity of sober criminologists 
through the ages. As forms of punishment have 
gradually become more humane and less _pictur- 
esque, however, the punishment of the so-called 
crime of drunkenness has finally boiled down ‘to 
simple imprisonment. This at least keeps the in- 
ebriate out of the reach of alcohol, and under cer- 
tain well-defined circumstances it may play an im- 
portant role —not as punishment, but as a neces- 
sary preliminary to and concomitant of psychiatric 
treatment. 

If the sober person is unimpressed with the sin 
and crime theories of drunkenness, and feels that 
it constitutes an illness, or the symptom of one, 
he will naturally turn to the physician for help in 
following the third course of action, and try to 
change the man so that he will stop drinking. It 
is with this essentially psychiatric approach that 
we are here concerned. The concept of addiction 
to alcohol as an illness is over one hundred years 
old, having been first clearly formulated by an 
Englishman, Thomas Trotter, in 1796, and ex- 
tended by an American, Ralph Grindrod, in 1840 
and by Magnus Huss in 1850. The accumulated 
experience of the past eighty years has served only 
to amplify and confirm this concept. 

The study of a considerable number of patients 
has led me to believe that there are two funda- 
mentally different types of excessive drinking. First, 
there is symptomatic drinking, where the excessive 
use of alcohol is due to an underlying, although 
not necessarily related, pathologic condition, mental 
or physical, and where the alcohol is taken for its 
pharmacologic effect in relieving some of the symp- 
toms. Secondly, there is true alcoholic addiction, 
which is associated with real habituation and is 
characterized mainly by a specific craving. This 
distinction is of considerable importance because 
of its therapeutic implication; namely, that the treat- 
ment of the two types of excessive drinking should 
be quite different. The treatment of symptomatic 
drinking is simply the treatment of the underlying 
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condition, whatever it may be, whereas that of 
true alcoholic addiction is a complex but well- 
defined psychiatric procedure. 

The following case history will make clear what 
is meant by symptomatic drinking. 

Mrs. B., a 56-year-old widow, first came under medical 
care because of a neurologic condition indirectly related 
to her excessive drinking. Eighteen years before, her 
husband had died, leaving her unprovided for and with 
two young children to raise; this she had managed to do 
successfully by working very hard and by leading a very 
active life. The children had grown up, gone through 
college and married and had established themselves in 
separate homes, so that Mrs. B. was left alone in a large 
house with a great deal of time on her hands. She found 
that the nights were especially long, and she formed the 
habit of reading propped up in bed’until she dropped off 
to sleep. About 3 years ago she began to have occasional 
catches and sharp twinges of pain in the back of her neck, 
and these became so severe and frequent that sleep was 
almost impossible. On the advice of a friend, she tried 
taking small quantities of brandy, and to her surprise 
and gratification found that not only did the pain dis- 
appear but she slept soundly and the nights seemed much 
shorter. She gradually increased the dose, until during 
the 16 months prior to my first seeing her she was con- 
suming a little under a quart every night. It was for- 
tunately possible to relieve the arthritis of the cervical 
spine — the cause of pain —and to alleviate her loneliness 
somewhat, so that for the past 6 months she has had 
no reason to drink and has not done so. 


Mrs. B’s excessive drinking was symptomatic of 
her arthritis and of her loneliness; she had no 
craving for alcohol in itself apart from her symp- 
toms, and true addiction had not developed, al- 
though, as will be pointed out later, if she had 
continued drinking it would certainly have done 
so in time, and the problem of her treatment would 
have become very much more complicated. 

In my experience, one of the most frequent causes 
of symptomatic drinking is the anxiety neurosis, for 
the symptoms of which —acute irrational panic, 
palpitation, dyspnea, vague dread —alcohol pro- 
vides immediate and complete, although temporary, 
relief. At the Psychiatric Clinic of the Peter Bent 
Brigham Hospital, for instance, there was recent- 
ly admitted a young man suffering from an anxiety 
neurosis who had developed a state of panic every 
time he sat in a barber’s chair; he had learned 
that a pint of beer would relieve his anxiety long 
enough to get a haircut. 

In contrast to symptomatic drinking, true al- 
coholic addiction should be considered as a disease, 
a separate clinical entity, exactly as is addiction 
to morphine, heroin or any other drug. Unlike 
symptomatic drinking, where an underlying path- 
ologic condition is a necessary prerequisite, any- 
one, normal or otherwise, if he drinks long enough 
and assiduously enough will develop true addic- 
tion to alcohol; the time required varies consid- 
erably, but a study of 100 alcoholic men and 20 
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alcoholic women recently made by Tillotson and 
me at the McLean Hospital indicates that on the 
average about seven years of heavy drinking suf- 
fices. True addiction can of course develop on a 
background of symptomatic drinking, and fre- 
quently does so, but the latter is by no means a 
necessary forerunner, and whatever the type of 
drinking, be it social or symptomatic, and what- 
ever the nature of the person, be it normal or 
neurotic, true addiction will ultimateiy develop if 
heavy drinking is continued long enough. The es- 
sence of true addiction seems to lie in the fact that 
the addict drinks to relieve symptoms which have 
been caused by previous drinking and from this 
point of view true addiction is symptomatic. The 
following case demonstrates the essential features 
of true addiction. 


A 29-year-old building contractor, who had been under 
the influence of alcohol almost continuously for the pre- 
ceding year and a half, was first seen last October. His 
father was a chronic alcoholic who had deserted his 
family. The patient was the youngest of four brothers, 
the eldest of whom is a successful business man and 
moderate drinker who has supported his mother, the 
patient and his wife for the past 2 years; the second 
brother is a shiftless drunkard, and the third is a clerk 
who drinks occasionally but never to excess. At the age 
of 17 the patient began to associate with a group of older 
men in the building trade who drank heavily, and it was 
seemingly as a result of this association that he started 
to take alcohol, rather heavily almost from the beginning, 
but without any apparent lowering of his efficiency. 
In fact, he did extremely well in business, and possessing 
a persuasive personality, considerable selling ability, and 
the knack of handling men, appeared to have an assured 
future. However, 4 years ago, or 8 years after his first 
drink, the character of his drinking changed: whereas 
he had always managed to get to work the morning after 
a spree, his drinking bouts began to extend over several 
days, and were ultimately limited only by his supply 
In the next 2 years everything — his promising 
future, his business position, his savings account, even his 


of cash. 


best suit of clothes and overcoat— was sacrificed to an 
overwhelming craving for drink. Two years ago he 


married a young woman who attempted to reform him, 
and for a period of several months thereafter he was 
totally abstinent and succeeded in making some progress 
toward re-establishing himself in business. Eventually, 
however, he was persuaded by some friends to take a glass 
of beer; this sufficed to reactivate the old craving, and the 
18 succeeding months were spent in drinking, with sober 
intervals only long enough for him to get money for 
another drink. 


This case is instructive in that it gives a clear pic- 
ture of true addiction coming on after eight years 
of heavy drinking; from it one can appreciate the 
force of the specific craving for alcohol after addic- 
tion has become established, and the necessity for 
total abstinence is apparent. 

In the treatment of such a case, two things are 
attempted: first, to withdraw the alcohol com- 
pletely; secondly, to substitute something for it in 
the patient’s struggle for satisfaction. For these 





ow ss yw 


ee wa "Ss SH eV 


Try wT NS eee Fe ee eewuw 








Vol. 217 No. 20 


aims to be successfully achieved, a period of insti- 
tutionalization is necessary in the vast majority 
of cases. These two objectives, complete with- 
drawal and effective substitution, correspond quite 
closely with the two stages of treatment. 

The first stage begins with admission to a 
suitable hospital. The taking of all alcohol is ab- 
ruptly stopped,t and every effort is directed toward 
improving the patient’s physical condition. Rest, 
adequate diet, proper elimination, massage and hy- 
drotherapy, and later, graduated exercises, are all 
enlisted to that end. The gastrointestinal tract has 
borne the brunt of abuse, often for years, and it 
is mainly in that tract and in the nervous system 
that troublesome symptoms arise; loss of appetite, 
indigestion and sleeplessness are the familiar prob- 
lems which confront the physician. This stage of 
treatment may last from two weeks to several 
months, depending upon the patient’s condition. 
It is interesting to note that almost without ex- 
ception near the close of this period the patient’s 
mental state is characterized by great optimism, the 
inevitable good resolutions, and expressions of a 
firm conviction that the cure is successful. It is 
at this point that relatives are so often and ill- 
advisedly persuaded to remove the patient from 
the hospital, with the almost certain result of his 
starting to drink again. No one who has dealt 
with alcoholic patients for any length of time can 
have failed to have been struck again and again by 
the irrational behavior of relatives in this regard. 
This is especially true of wives who, against ad- 
vice, will remove their husbands from the hospital 
because of a faith in their promises of reform that 
defies description. 

The second phase of treatment, that of substitu- 
tion, should begin at the conclusion of the first 
phase, and should last from six months to one 
year. It is important for the patient to remain in 
the hospital, mainly because it provides a shel- 
tered and protected atmosphere and hygienically 
organized daily routine within which socially ac- 
ceptable substitutes for alcohol can be developed. 
This is the most difficult part of the treatment, be- 
cause alcohol is a pharmacologically powerful sub- 
stance. Its effects are potent; under its influence, 
friendships ripen, social barriers are broken down, 
the pauper thinks himself a king, embarrassment 
is unknown, and anxiety flees. In short, in alcohol 
the psychiatrist has an adversary of no mean 
strength, and his ingenuity and resourcefulness 
are strained to the utmost to find a substitute 
which can compete with its lure. It is here that re- 
ligion, with its reorganization of the patient's feel- 
ing of personal value and of effective worth, can 

tFor over a century the dispute between the advocates of tapering off 
and those of the abrupt cessation of alcohol has been bitterly waged, 
in spite of overwhelming evidence that the latter method is preferable 
and without danger. Even today an ill-informed physician occasionally 


tries to taper off an alcoholic patient, and in the lay mind, of course, 
such a procedure is considered to be necessary. 
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play such an important role. New interests are 
stimulated, a carefully worked-out program of 
gradually increasing personal responsibility is in- 
stituted, and available social and moral forces are 
mobilized to the utmost. 

Perhaps the most successful of these —at least 
with a certain type of patient —is the Salvation 
Army approach, as exemplified by that organiza- 
tion’s island alcoholic colonies in New Zealand 
and at Kurén, Sweden. There the attempt is 
made to substitute religious conversion and _par- 
ticipation in the Army’s rather colorful brand of 
religious and social activities; this is said to be suc- 
cessful in about 40 per cent of the cases. On the 
other hand, at the Vienna mental hospital, Am 
Steinhof, the director of the alcoholic division, Dr. 
Ernst Gabriel, emphasizes a more orthodox psy- 
chiatric rather than a religious substitution, and 
has developed what appears to be a highly effec- 
tive follow-up system of extramural abstinence 
clubs, which provide an alcohol-free milieu within 
which former patients can live a well-rounded ex- 
istence. This seems to result in a permanent cure 
in about 35 per cent of the cases. At Ellikon in 
Switzerland a perhaps more personal and moral- 
istic touch is combined with the social approach, 
and about the same percentage of cures results. 
In all three of these places, which are representa- 
tive of their particular type of institution, hand 
work, farming, and various occupational and trade 
pursuits are fully utilized. Furthermore, in each 
a period of twelve months’ residence is rigidly in- 
sisted upon. Upon one point all authorities are 
in universal agreement; namely, that total absti- 
nence is an absolute necessity. Once a person has 
become a victim of true alcoholic addiction, so- 
called “moderate” drinking is forever an impos- 
sibility; the choice lies solely between excessive 
drinking and total abstinence. 

Religious conversion is an almost ideal substitute 
for alcohol — especially the red-blooded Salvation 
Army variety — because it supplies in a socially 
acceptable form so many of the satisfactions which 
drinking itself supplies: companionship, music, a 
feeling of personal importance, spiritual exalta- 
tion, and above all a follow-up system that presum- 
ably extends throughout eternity. No other sub- 
stitute does more than approach religious conver- 
sion in effectiveness; in many patients, however, 
this method cannot be applied, and recourse must 
be had to new occupations, hobbies and interests 
that incorporate some of the essential emotional 
elements of conversion. Political activities, social 
and economic reform, particularly the temper- 
ance movement itself, are examples of the sort 
of thing that has been successfully employed. 
For instance, a patient whose drinking began as a 
college undergraduate, and who has been treated in 
several of the leading private mental hospitals of 
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this country, is now fired with ambition to improve 
the treatment of alcoholics in such institutions. He 
is at present in Europe surveying a specific tem- 
perance problem, and finding in this type of ac- 
uvity, for which he is well suited, an opportunity 
not only to make a valuable contribution to the 
treatment of alcoholism but to work out his per- 
sonal salvation as well. It is difficult to generalize 
about substitution; each case must be dealt with 
individually, and for a substitute to be successful 
it must provide the patient with at least some of 
the affective satisfactions that drinking gave him. 

Apparently one of the main functions of sub- 
stitution is to fortify the patient's resolutions to re- 
frain from drinking. For if one drink is taken, 
the craving for alcohol returns with increased 
strength; hence the importance of some means of 
retaining contact with the patient after his dis- 
charge from the hospital. At follow-up sessions 
the strict daily routine applied in the hospital can 
be reinforced and adapted to his extramural ex- 
istence. The value of such a schedule is illus- 
trated by the experience of a former patient, whose 
complete recovery can be attributed to the rigid 
following of a daily program which he himself 
worked out, and adherence to which has become 
an obsession. He gets up every morning at exactly 
the same minute, takes the same train to work, and 
keeps this up week after week. He seems to have 
found the same satisfaction in a socially useful, 
obsessive routine that he previously obtained in 
drinking. 

It is regrettable that at the present time no suit- 
able public institution exists in Massachusetts for 
the treatment of chronic alcoholism as a_public- 
health problem — separate from mental disease and 
from criminality. At private institutions such as 
McLean Hospital adequate treatment can of course 
be obtained, but only at a cost which for the great 
majority is prohibitive. There should certainly 
be a special state hospital, possibly under the De- 
partment of Mental Diseases, to which alcoholics 
could be committed for at least a year or more 
for rehabilitation. At such a hospital, the prob- 
lem of how to effect a suitable substitution for 
alcohol could be approached objectively and ex- 
perimentally. 

At one time or another practically every form 
of therapeutic approach has been successful; re- 
ligious conversion, psychoanalysis, apomorphine 
contraconditioning, hypnosis, abstinence clubs, the 
several varieties of institutional routine, all have 
their coterie of enthusiastic advocates, all are fanati- 
cally intolerant of any approach but their own, 
and all may have a place in a rational therapy of 
chronic alcoholism. Yet it is apparent that the 
drinker who is reformed by the Salvation Army 
technic is not the type that the psychoanalyst can 
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help, and vice versa, so that the problem becomes 
one of determining the kind of substitution best 
suited to the personality and situation of the in- 
dividual. With the methods for evaluating per- 
sonality that are available today, it should be pos- 
sible to ascertain experimentally the type of in- 
ebriate that responds, for example, to religious con- 
version as contrasted with the type to whom an 
abstinence club would successfully appeal. Only 
when this sort of experiment has been made on an 
adequate scale can the form of substitution be 
rationally chosen as the one most likely, in view 
of the patient’s intelligence level, character traits, 
and social situation, to be effective. Such a state 
hospital as suggested above would provide a place 
where, under standardized conditions, the different 
methods of handling alcoholics could be tested and 
compared. 

Finally, a brief consideration of the psychoanalytic 
treatment of chronic alcoholism and contracondi- 
tioning to alcohol as a therapeutic method is neces- 
sary because of the considerable current interest in 
them. With regard to the psychoanalvtic method, 
the results in treatment have been generally dis- 
appointing, as I think most analysts will agree. 
The reasons are not altogether clear. My own im- 
pression is that in conditions where unconscious 
motivations lie behind drinking which has itself 
assumed symbolic significance, the psychoanalytic 
approach is most useful, and occasionally sympto- 
matic drinking may have such a basis. In true ad- 
diction, however, the problem is not at all one of 
insight but of substitution, and for this purpose 
psychoanalysis offers little. A great deal too much 
has been said about the role of latent homosexuality 
and oral eroticism in the etiology of chronic alco- 
holism. It is of course true that men frequently 
drink in the presence of other men, but after all 
the choice is limited to only two sexes, and the 
fact that men are as a rule more tolerant toward 
drunken behavior than are women is likely to be 
of some weight in determining the alcoholic’s 
choice of drinking companions. Furthermore, one 
is forced to admit that most alcohol enters the 
human body via the mouth, yet here again the 
choice of routes is not large; only a superficial con- 
sideration of the other available orifices is neces- 
sary to make the scientist cautious in attaching 
much significance to the selection of the oral route. 

Contraconditioning, or the attempt to develop 
the conditioned reflex of nausea or disgust as a 
response to the taste of alcohol, was the basis of 
early methods of treatment. To this end Galen 
advised the drinking of hot wine in which an eel 
had been suffocated or, in particularly severe cases, 
wine in which owls’ eggs had been soaked; in 
Sweden around 1500 Olaus Magnus described how 
“the person to be reformed was made to sit on a 
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sharp-pointed seat with a horn full of ale in his 
hands, while his companions by means of a rope 
bumped him on the floor as he was forced to 
drink.” MacNish in 1834 mentioned the secret 
and cautious addition of tartar emetic to liquor 
to bring about nausea in periodic drinkers, and 
this has been the basis of numerous cures since. In 
recent years the use of apomorphine, which has a 
highly specific action upon the medullary vom- 
iting center, has had a vogue in this connection; 
it has been enthusiastically recommended by Dent 
in England, and in conjunction with hypnosis by 
Galant in Russia, where under the mantle of 
Pavlov there has been so much study of condi- 
tioned reflexes. I have tried using apomorphine 
according to Dent’s technic in 3 cases, with one 
rather striking success. It would appear that apo- 
morphine contraconditioning is applicable only in 
true addiction, where it may have a limited field of 
usefulness. 

It is regrettable that out of the overwhelming 
experience and the mass of literature on the sub- 
ject no sure cure for drunkenness has yet emerged. 


SUMMARY 


In the foregoing discussion it is pointed out 
that there are two general types of excessive drink- 
ing: symptomatic drinking and true alcoholic ad- 
diction. In the former the excessive use of alcohol 
is a result of some underlying pathologic condition 
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for the symptoms of which alcohol affords relief; 
whereas in the latter, true addiction. which re- 
quires on the average about seven years of heavy 
drinking to become established, there is a real 
“craving” for alcohol. The treatment of sympto- 
matic drinking is simply the treatment of the 
underlying pathologic condition the symptoms of 
which alcohol relieves. The treatment of true ad- 
diction on the other hand is a much more com- 
plicated psychiatric procedure usually requiring 
hospitalization and involving two distinct stages — 
the stage of withdrawal of alcohol and the stage of 
substitution for alcohol of some other socially ac- 
ceptable means by which the patient can obtain 
the same satisfactions that alcohol has previously 
given him. 
270 Commonwealth Avenue. 
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THE CRITERIA FOR THE DIAGNOSIS OF CORONARY DISEASE 
Paut D. Wuire, M.D.* 


BOSTON 


NERVOUS, tired business man, forty-five 

years old, comes to his doctor complaining 
of heartache lasting hours at a time when he is 
weary, shortness of breath on hurrying upstairs, 
and palpitation consisting of a sensation of inter- 
mittent heart action, a “turning over” or “bump- 
ing” of his heart occurring irregularly every day. 
He fears heart disease and believes he has angina 
pectoris. A close friend and schoolmate has re- 
cently died suddenly of it. Otherwise he is in 
good health, robust and a high liver, unaccus- 
tomed to exercise. Careful physical examination 


reveals no abnormalities except obesity, but for , 


the sake of completeness he is referred for an x-ray 
of his heart, a serologic test for syphilis and 
an electrocardiogram. The x-ray is normal and 
the serologic test is negative. The electrocar- 
diogram shows bundle-branch block with normal 
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auriculoventricular conduction; five years earlier 
his electrocardiogram was normal. 

Has this man coronary disease? Certainly the 
history does not show it; his symptoms are char- 
acteristically those of neurocirculatory asthenia and 
cardiac neurosis, not of angina pectoris. Physical 
examination and x-ray do not show coronary dis- 
ease; as a matter of fact they never show it. Never- 
theless he has coronary disease of an important 
degree, as is proved by the electrocardiogram. 


Before discussing the criteria for its diagnosis, 
we must first clearly understand what we mean by 
coronary disease. The term has come to inaply 
atherosclerotic changes in the coronary arteries 
themselves, sufficient to interfere seriously with 
their function. Slight changes of little or no impor- 
tance are universal, at least in practically all indi- 
viduals after the second decade; even in childhood 
atheroma frequently begins, and may give rise to 
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a considerable degree of fibrosis and narrowing of 
the lumen of some one or more of the coronary 
arteries. The slighter lesions, which are so com- 
mon as to be almost physiologic, do not constitute 
disease. Neither is coronary artery disease or ath- 
erosclerosis of high degree an attribute only of age; 
it is a real disease process that is much commoner 
in the aged but which may also cripple and kill 
even in youth. 

Acute infections of the coronary arteries are 
rare, at least in a degree to produce any serious 
trouble or clinical evidence during or after the 
infection. Syphilitic aortitis in the proper position 
and of sufficient severity to occlude wholly or in 
part one or both coronary arteries is not coronary 
artery disease, and so, important though it be, it 
is not included in the present analysis. Anemia, 
when severe, may interfere with the proper sup- 
ply of oxygen to the heart muscle and so affect the 
coronary circulation; it does not, however, cause 
coronary disease, though it may be an aggravating 
factor to produce clinical evidence of coronary in- 
sufficiency (angina pectoris or electrocardiographic 
abnormalities) when there is coronary artery dis- 
ease to start with. Severe aortic valve insufficiency 
or stenosis may apparently in itself interfere with 
the coronary circulation, either directly or reflexly, 
to such an extent that angina pectoris occurs, with 
little or no coronary artery disease to explain the 
symptoms; cases showing such valve defects are 
therefore excluded from the present analysis. The 
very rare hypothetical case of coronary artery spasm 
is likewise to be excluded for the sake of clearness. 
Furthermore, it is to be noted that very large 
hearts, whether due to hypertension or to aortic, 
and perhaps mitral, valve disease, more readily 
show clinical evidence of coronary disease than do 
normal-sized or only slightly enlarged hearts, with 
the same amount of coronary artery disease; that 
is, the threshold is lowered. And finally, the same 
thing is true in compaging nervously sensitive and 
nervousiy insensitive individuals; the more sensi- 
tive the person the less severe need be the coro- 
nary disease to produce angina pectoris. 


Thus the criteria for the clinical diagnosis of 
coronary artery disease are three in number and 
only three: (1) angina pectoris in the absence of 
luetic aortitis and of extensive aortic valve stenosis 
or regurgitation; (2) coronary thrombosis that can 
be clinically recognized; and (3) certain electro- 
cardiographic abnormalities with or without an- 
gina pectoris or recent or old coronary thrombosis. 

The first criterion, angina pectoris, is important 
and common. Although it is much better diag- 
nosed than it was a decade or two ago, it is still 
too often called something else or reported to be 
present when something else is wrong. Its de- 
scription as a symptom of coronary insufficiency is 
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still worth repeating over and over again: a retro- 
sternal discomfort, generally a feeling of oppres- 
sion or weight, characteristically appearing for 
the first time on ordinary effort, particularly on 
walking upgrade or hurriedly after meals and in 
cold weather, lasting a few minutes and subsiding 
quickly on resting or following the use of nitrites. 
It may be high, low or intermediate in position, 
more often the last. It may radiate to one arm 
(usually the left) or to both; rarely it begins in the 
arms. Any other kind or circumstance of anterior 
chest pain is to be interpreted as angina pectoris 
only after the most careful and intensive study. 
Angina pectoris, common as it is, is not the com- 
monest type of dolor pectoris. 


There are many other reasons than coronary 
insufficiency for anterior thoracic pain. The heart 
itself frequently causes discomfort that is not an- 
gina pectoris, although it is often confused with 
it. Precordial or left breast or simply heart ach- 
ing is very common, and is almost invariably the 
result of an overactive heart pounding against the 
sensitive chest wall of a nervous person. Local 
tenderness often accompanies this ache and is a 
valuable clue. If the heart happens to be enlarged 
the ache is more easily produced. It is often at- 
tended by palpitation and a tendency to sigh. It 
is likely to last for hours in contrast to angina pec- 
toris, and may even radiate to the left arm; it is 
rarely wholly retrosternal in position ; and is just 
as likely to be induced by excitement or nervous 
fatigue as by effort, if not more so, although it is 
frequently a part of the so-called effort syndrome, 
better labeled neurocirculatory asthenia. Brief 
sharp stabs of precordial pain are also very com- 
mon and unimportant; they are usually com- 
plained of by nervous individuals who show extra- 
systoles or premature beats at the time of the stabs 
of pain. The fact that these sensations are sharp 
and very brief, lasting only a second or two, easily 
differentiates them from angina pectoris, and yet 
they have often been wrongly labeled as evidence 
of coronary disease. 


The most difficult feature of angina pectoris is 
its differential diagnosis from the discomfort 
caused by gastric or esophageal spasm, often 
lumped under the rather unsatisfactory designa- 
tion “cardiospasm.” The reasons for this difficulty 
are the retrosternal location of such gastroesophag- 
eal pain, a location which is anatomically and 
physiologically to be expected, its occurrence on ex- 
citement or after meals, its brief duration each time 
(a matter of seconds or minutes), sometimes its 
oppressive character, and the belching of gas that 
frequently terminates an attack of true angina 
pectoris. In fact there has been so much difficulty 
in the past that it has been suggested that angina 


pectoris due to coronary insufficiency is itself a 
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reflex cardiospasm. The important points of dif- 
ferentiation are that angina pectoris due to coro- 
nary disease is characteristically caused by effort 
at its inception and not by meals or excitement; 
that it is not burning in character but rather dull 
or heavy; and that it is in most cases attended by 
typical electrocardiographic changes. A point of 
much confusion is that angina pectoris may appar- 
ently excite cardiospasm, and perhaps vice versa, 
so that the two conditions are frequently super- 
imposed; this explains the relief that often seems 
to come in angina pectoris with the belching of 
gas, and the rather slow response at times to nitrite 
therapy. Some intelligent and observant patients 
who have both angina pectoris and cardiospasm 
can tell when they occur separately or super- 
imposed. Historically it is of interest to realize 
that the Greeks and Romans used the term “car- 
dialgia,” or pain in the region of the heart, but in- 
terpreted it as the result of indigestion. 

Again, there are miscellaneous causes for anterior 
chest pain or discomfort which are easily differen- 
tiated from angina pectoris by careful history- 
taking. I cannot too insistently emphasize the im- 
portance of a detailed analysis of symptoms; a halt 
hour spent at this may save the patient many hours 
and dollars in laboratory investigation. Strain of 
chest muscles, bursitis, arthritis, neuritis and pleuri- 
sy are frequent causes of anterior chest pain; 
herpes zoster and pericarditis are uncommon 
causes. All these possibilities must be considered 
in an obscure case. Chest or left arm muscle 
origin for the pain is very common, and often 
wrongly interpreted. I have found that a very 
useful guide in differentiation of skeletal muscle 
pain from angina pectoris is to remember that the 
former is excited by movements of arms or thorax 
and not by walking, while angina pectoris is 
brought on by walking and not often by ordinary 
arm movements. Furthermore, there tend to be 
local points of tenderness in the case of difficulty 
with chest muscles, bursae or joints. 

The second criterion of coronary disease, namely 
coronary thrombosis, is much less likely to be 
wrongly diagnosed in these days than is angina pec- 
toris of paroxysmal nature. A decade or two ago 
many cases were missed, but the danger at present 
lies in overdiagnosis. I now spend more time 
in excluding the diagnosis of coronary thrombosis 
than in correcting some other diagnosis. The 
condition is so well described in the current litera- 
ture that it is not necessary for me to rehearse it, 
but I shall speak briefly of several conditions that 
are being wrongly called coronary thrombosis. 

In the first place, it is still possible to have real 
acute indigestion in the form of gastric upsets or 
intestinal intoxication; in most of these cases the 
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abdominal origin or maximal site of the pain, and 
nausea and vomiting are important clues. Gall- 
bladder and bile-duct disease or obstruction, gas- 
tric or duodenal ulcer, and diaphragmatic herni- 
ation may give rise to prolonged pain that should 
be readily distinguished from the pain of coronary 
thrombosis. Pulmonary embolism has often been 
mistakenly called coronary thrombosis. The rare 
dissecting aortic aneurysm is easily confused. And 
finally, paroxysms of tachycardia, regular or irreg- 
ular, may excite so much discomfort — indeed ac- 
tual angina pectoris (status anginosus) — that they 
may be wrongly interpreted. Electrocardiographic 
evidence in cases suspected of having coronary 
thrombosis is always invaluable, not only for the 
sake of greater accuracy in diagnosis but as an 
aid in determining the extent of myocardial dam- 
age and thus obtaining help in prognosis. 

The third criterion is electrocardiographic evi- 
dence, which is as good as the other two criteria. 
Bundle-branch block appearing under observation 
in middle or old age or even in relative youth (in 
the fourth and third decades) means coronary dis- 
ease; characteristic coronary T waves similarly ap- 
pearing in the absence of pericarditis mean coro- 
nary disease; partial or complete auriculoventricu- 
lar block coming on similarly in the absence of ac- 
tive diphtheritic or rheumatic infection and of 
digitalis intoxication means coronary disease. These 
observations hold true whether or not there is any 
angina pectoris or history of coronary thrombosis. 
They mean that there are either small myocardial 
lesions in the region of the auriculoventricular 
bundle or its branches, due to occlusion of small 
coronary arteries, or that the myocardium in fairly 
large areas is inadequately supplied with blood. 
Thus electrocardiography has come to play a large 
role in confirming coronary disease clinically or in 
uncovering it when it is concealed or latent. It 
has rightly assumed an important place in life- 
insurance examination, for although the coronary 
disease revealed thereby may not be immediately 
serious or fatal, it is always important and de- 
mands at least a very careful analysis. 

The relative proportion of these three manifesta- 
tions of coronary disease, that is, uncomplicated 
angina pectoris, coronary thrombosis and electro- 
cardiographic evidence in the absence of angina 
pectoris and obvious coronary thrombosis, may be 
roughly illustrated by my own experience. In the 
last fifteen years I have had 1518 private patients 
with unquestioned coronary disease. Males out- 
numbered females, 1192 to 326. Angina pectoris 
occurred in 1097, coronary thrombosis in 542; 251 
patients had both angina pectoris and coronary 
thrombosis. The remaining 130 of the 1518 cases 
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(9 per cent) showed clear evidence in their electro- 
cardiograms, without history of either angina pec- 
toris or coronary thrombosis. 

No other evidence means coronary disease. Car- 
diac enlargement, hypertension, arrhythmias (in- 
cluding premature beats, paroxysmal tachycardia, 
and auricular fibrillation; but excluding heart 
block), dyspnea, congestive failure of either ven- 
tricle or both, and even sudden death, although 
often found with coronary disease, do not prove its 


presence. Many cases, however, are carelessly so 
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labeled, especially those of older patients with 
auricular fibrillation. 

In conclusion, then, we should avoid the definite 
diagnosis of coronary disease unless we establish, 
first, the presence of angina pectoris without luetic 
aortitis Or extensive aortic valve disease; secondly, 
the occurrence of coronary thrombosis past or pres- 
ent; or thirdly, the existence of bundle-branch or 
auriculoventricular block or of characteristic coro- 
nary T-wave changes in the electrocardiogram 
whose onset has been observed in young, middle- 
aged or elderly adults. 
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CASE 23451 
PRESENTATION OF CASE 


A forty-seven-year-old, white, native-born female 
entered the hospital with a complaint of stomach 
trouble for two years. 

About two years before entry the patient began 
having an almost constant gnawing sensation in 
her stomach. She had no loss of appetite and felt 
that eating should relieve the sensation, but actu- 
ally food always seemed to make the condition 
worse for about an hour. She did not vomit, but 
her bowels were constipated. She never noticed 
any blood in her stools. About a year before entry, 
after taking a laxative, she experienced a sudden 
severe pain in her stomach which lasted about four 
hours and which could be relieved only by a hypo- 
dermic injection. She vomited what food she had 
eaten. The vomitus contained no blood. Eight 
months later she began to have eructations of gas 
which gave some relief from the gnawing sensa- 
tion in her stomach. She also began to have mod- 
erate abdominal pain, which was relieved by eat- 
ing, and of which she remained free if she ate 
every two hours. Soda also gave relief. Two 
months before entry she began taking powders 
prescribed by her physician, and she was put on a 
diet of 2 oz. of milk and 2 oz. of cream every hour. 
She carried out this regime for a month and then 
began eating gruel and soft eggs. However, the 
pain returned, and she went back to the milk and 
cream diet. She said that after eating she could 
feel a “bunch” in her left upper quadrant. At that 
time an x-ray was taken, and she was told that she 
had an ulcer. A repeat x-ray taken two weeks 
later was interpreted as showing no healing. Dur- 
ing the two years of her illness she had lost 44 ib. 
During the two weeks before entry to the hospital 
she had remained in bed because of weakness. 


Her mother and father, six siblings, her husband, 
two sons and three daughters were living and well. 
Twenty-five years before entry she had a miscar- 
riage at seven months, followed by the normal 
delivery of a child which lived only nine days. 
After that she had four normal births and three 
induced abortions. Her past history and family 
history were otherwise noncontributory. 

Physical examination revealed a fairly well- 
developed, poorly nourished woman in no discom- 
fort. Many small pea-sized nodes were palpable 


in the anterior cervical regions bilaterally. In the 
left upper quadrant below the rib margin there 
was a fullness which on deep inspiration appeared 
to be a mass the size of an orange. The mass could 
be vaguely outlined by palpation and appeared to 
be firm. Palpation of it caused the patient to raise 
a large amount of gas. The blood pressure was 
100 systolic, 68 diastolic. 

The temperature was 99°F., the pulse 90. The 
respirations were 20. 

The urine examination was repeatedly nega- 
tive. The blood showed a red cell count of 5,020,- 
000, with 70 per cent hemoglobin, and the white 
count was 6,120, 47 per cent polymorphonuclears. 
The stools were guaiac negative. The blood chlo- 
rides were equivalent to 95 cc. of N/10 sodium 
chloride per cent. Blood Hinton and Wassermann 
tests were positive. A gastric analysis showed 58 
units of free acid and 135 units of combined acid. 
The guaiac test on the gastric juice was negative. 
A lumbar puncture was negative. 

An x-ray of the chest was negative. A gastro- 
intestinal series showed marked narrowing of the 
stomach at a point corresponding to the lower part 
of the body. There was complete stopping of the 
barium for several minutes in that area, and only 
traces of barium could be seen to pass beyond 
throughout the whole course of the examination. 
The traces which did pass were not sufficient to 
fill the stomach beyond the narrowing. The mu- 
cosal pattern was absent over an area at least 3 
cm. distal to the stenosis, and few mucosal folds 
could be seen beyond that area. The stomach 
proximal to the stenosis was not dilated, and the 
area adjacent to the beginning of the stenosis was 
slightly rigid. There was a large twenty-four hour 
residue in the stomach proximal to the stenosis. 
No mass was palpable in the region of the lesion 
at the time of x-ray examination, but there was 
definite localized tenderness. 

On the ninth hospital day an operation was per- 
formed. 


DirreRENTIAL DiaGNnosis 


Dr. Curster M. Jones: This story is an inter- 
esting one and unusual in several respects. It is 
short, — only two years in duration so far as one 
can determine, — and at first it is not characteristic 
of a peptic ulcer in that there was no relief by 
food. Subsequently there was a good story of re- 
lief by food or alkali or both, and the patient ap- 
parently improved for a short time on ulcer ther- 
apy. Improvement during a period of ulcer therapy 
is not proof that benign peptic ulcer exists, and 
at the end of two years the fact remains that she 
was in bed because of weakness and had lost 44 
lb. in weight. She vomited, but no blood was 
found in the vomitus, which is of some importance. 
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We do not know the amount of the vomitus at 
various times, and we are not told the character 
of the vomitus as regards how much food it con- 
tained or how many meals back food particles 
could be traced, and so forth. From the story it 
seems fair to assume that we are concerned with 
a gastric lesion. We have a right to wonder about 
the nature of that lesion — whether it is a benign 
ulcer or not. Then we have the x-ray interpreta- 
tion of a definite ulcer, and two weeks later an 
x-ray interpretation that the ulcer had not healed. 
We also have the patient’s statement that she 
felt a “bunch” in the left upper quadrant. That 
is a rather unusual statement, and not consistent 
with ulcer, unless associated with obstruction and 
dilatation of the stomach. 

The family history is important only in that it 
suggests syphilis, with a miscarriage and then the 
birth of a child who died after nine days. It is 
not conclusive evidence because she subsequently 
had several normal pregnancies. 

The physical examination is interesting, particu- 
larly in view of the x-ray findings. Obviously she 
was undernourished. The lymph nodes in the 
cervical region probably do not contribute to the 
diagnosis. They may have been felt because she 
was emaciated, but I do not believe we need to 
take them into account too seriously, unless we see 
evidence of metastases from gastric neoplasm. The 
mass is rather curious because it is described as a 
fullness, vaguely outlined. It might be a full stom- 
ach, but it is not quite the usual shape and size. 
The usual description of a full stomach is that of 
a mass larger than an orange. If it was full, it 
was full only in one place. 

The laboratory data are important in this respect. 
She has no anemia after two years of disease. If 
she has malignancy, it is curious she had no asso- 
ciated anemia with a story of this duration. She 
also has no story of bleeding as shown by the 
vomitus or the stools. It is fair to say that the 
blood chlorides are a little low, but are of no diag- 
nostic significance. The blood Hinton and Was- 
sermann tests were positive, and that fits in with 
the suggestion in the family history that she has 
syphilis. She has no evidence of central-nervous- 
system syphilis, and the gastrointestinal symptoms 
are not those associated with tabes. 


The x-rays to my mind are very interesting, be- 
cause of the fact that she showed a point of maxi- 
mal constriction above a zone of narrowing; yet 
the x-ray man says there was no mass palpable at 
the time of examination, although a mass had previ- 
ously been felt. If these findings are correct, it is 
fair to assume that the mass which had previously 
been felt was a portion of the stomach that was 
full at the time —a dilated stomach above a con- 
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striction. The narrowing seems to be uniform 
from both sides, rather than as if there was a pro- 
jection from one side, and it is about in the mid- 
dle of the stomach. I shall ask Dr. Holmes to 
comment on the x-rays later. If she had had a 
bigger meal, one might have been able to demon- 
strate dilatation. There was a fairly complete steno- 
sis. I suppose for the purposes of academic argu- 
ment one could say it was an hourglass stomach 
due to ulcer. Such a diagnosis does not fit the 
beginning of the story, and I do not believe it 
should be seriously considered. It could be the 
story of gastric neoplasm, adenocarcinoma; but the 
story is two years in duration, which is longer 
than we usually find in cancer of the stomach. 
The x-ray picture and the description are not char- 
acteristic of carcinoma of the stomach. I suppose 
it could be scirrhous carcinoma, but here again a 
constriction going in equally from both sides is 
an unusual finding. It seems to me that we have a 
right to make a diagnosis of gastric syphilis. As I 
understand it, this picture is characteristic of gas- 
tric syphilis. So I shall say that this seems to be 
the most reasonable diagnosis; the second would 
be scirrhous carcinoma, and after that some of the 
much less common neoplasms. 


X-Ray INTERPRETATION 


Dr. Georce W. Hormes: As Dr. Jones has 
pointed out, this picture is characteristic of a group 
of cases with syphilis of the stomach which we 
studied several years ago. The absence of dilata- 
tion is against ulcer. An ulcer that has been pres- 
ent long enough to produce an hourglass stomach 
almost always produces some dilatation. You 
might question the accuracy of the x-ray examina- 
tion in determining the dilatation. I think that 
ought to be considered, but usually the man who 
makes the examination has an opportunity to 
study the muscular movement of the stomach, 
the peristaltic waves, and can form a good idea 
whether the stomach is dilated, even though he 
does not fill it to the maximum extent. Giving a 
large meal to determine whether the stomach is 
dilated would be of no value because the normal 
stomach would increase to accommodate the 
amount put into it. Furthermore, a lesion as large 
as this that you are unable to feel at the time you 
examine the case is not very likely to be carci- 
noma. It could be a scirrhous carcinoma, but it 
would be a very unusual finding. If this were an 
ulcer large enough to produce an hourglass stom- 
ach, the crater ought to be fairly easily demon- 
strated. There may have been some reason why the 
radiologist did not succeed in doing that, but it is 
fair to assume that there was no crater present, and 
that is against ulcer. You can see that the mucosal 
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folds are absent. The mucosal folds disappear in 
cancer, which is perhaps the most common cause. 
The mucosal folds in ulcer are distorted and some- 
times disappear. They also disappear whenever 
there is localized edema. I do not know whether 
they disappear in syphilis of the stomach, I have 
not examined a case since we have been able to 
demonstrate mucosal folds. I should agree with 
Dr. Jones that this is a comen picture of 
syphilis of the stomach. 


CurnicaL Discussion 


Dr. Artnur W. ALLEN: It is not often we have 
an opportunity to see a lesion of the stomach that 
is supposed to be caused by syphilis. I can recall 
only three or four such cases that have come to 
operation. There were two reasons why this 
woman was subjected to operation: one was that 
she was mechanically obstructed and some surgical 
intervention was indicated, and the other that one 
of Dr. Holmes’s associates felt a little more strong- 
ly that this might be cancer than Dr. Holmes ap- 
pears to feel about it now. There was something 
about this lack of mucosal folds that made him 
quite suspicious that this might be cancer after 
all. At operation it was very interesting that we 
did not find what we expected from the x-ray pic- 
ture. There was no mass that anyone could have 
felt, unless it was food in the stomach above the 
obstruction. There was a mass of lymph nodes up 
under the liver that ran along the lesser curva- 
ture up to the esophagus, and these made me feel 
that probably the diagnosis was cancer and not 
syphilis. In spite of feeling a fairly thickened 
stomach, the tumor area was limited. There seemed 
to be plenty of room along the greater curvature 
for food to get by. On the lesser curvature in the 
middle portion of the stomach was this thickened 
area which could perfectly well have been an ulcer 
or an early malignant lesion; and the gross speci- 
men left us undecided. <A subtotal gastrectomy 
with removal of all the nodes was accomplished 
without much difficulty, and a posterior Polya an- 
astomosis was made. The patient made a very good 
recovery. 

Preoperative D1acNosis 

Carcinoma of the stomach. 


Dr. Jones’s DiaGnosis 
Syphilis of the stomach. 


Anatomic DIAcGNosis 
Syphilis of the stomach. 


PatHotocicaL Discussion 


Dr. Tracy B. Matitory: The stomach, a por- 
tion of which was resected, showed an area of 
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stricture about 3 cm. back from the pylorus, over 
which the mucosa was completely denuded and 
the wall greatly thickened. It was a completely 
annular lesion which surrounded the stomach, 
which would be unusual for an ulcer. Ulcer al- 
ways starts on the lesser curvature, and although 
it may work around some distance onto the an- 
terior and posterior surface, it would be practi- 
cally impossible for it to encircle the stomach. This 
lesion went around, exactly as cancer might be 
expected to do, but one point was strongly against 
carcinoma. Though the stomach wall was firmer 
than normal, it did not feel so hard as cancer al- 
most invariably does. None of us suspected the diag- 
nosis from the gross specimen. The lymph nodes 
in the neighborhood of the lesser curvature were 
distinctly enlarged. When the first sections came 
through, it was perfectly obvious that there was 
no neoplasm but a very marked inflammatory 
process —a typically granulomatous inflammation 
containing numerous foci of monocytes with occa- 
sional giant cells but no caseation. Many of the 
lesions were perfectly compatible with miliary 
gummas. We then rescued some of the material, 
which unfortunately was not in the best fixative, 
and put it through for a Levaditi stain. We were 
not able to demonstrate any spirochetes, and yet 
I think there can be no reasonable doubt that we 
are dealing with syphilis of the stomach in this 
case. So far as I know it is only the third case 
that has come to histologic examination in our de- 
partment. I remember one case we took up about 
two years ago at these clinics which had been 
explored by Dr. Scudder some twenty years pre- 
viously. In those days surgeons were more famil- 
iar with syphilis of the stomach than they are at 
the present time. Dr. Scudder made a remarka- 
ble gross diagnosis. He took one look, said it was 
syphilis, and backed out. The patient was treated 
with salvarsan and died twenty years later of some- 
thing else. He came to autopsy in this department, 
and we found a minute remnant of stomach that 
was only about 5 cm. in length, totally scarred, with 
hardly any lumen at all. 

Dr. Hartwell has found another specimen which 
was resected in 1919 and is almost identical histo- 
logically with today’s case. The patient responded 
well to arsenical treatment and is living today, but 
presents a typical picture of pernicious anemia. 
What would have happened to this patient Dr. 
Jones has just discussed if she had merely been 
treated for lues without operation can only be 
guessed. The progress of the disease could cer- 
tainly have been stopped, but I doubt very much 
if her obstruction would have been relieved, and 
believe she was better off with the resection. 
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CASE 23452 
PRESENTATION OF CASE 


A forty-seven-year-old Canadian pharmacist was 
admitted complaining of cough. 

The patient had been well until about five 
months before coming to the hospital, at which 
time he first developed a dry paroxysmal cough, 
worse in the morning and when lying down. One 
month later he was confined to bed for two weeks 
by an illness which was associated with a head cold, 
productive cough, generalized aching and a tem- 
perature up to 102°F. Thereafter he did not re- 
cover his strength completely, but felt rundown 
and lethargic and had ready fatigue. Dyspnea on 
exertion and considerable anorexia noted 
The cough continued and was slightly productive 
of whitish material. There was never any blood- 
streaking or frank hemoptysis. Since the onset 
he had also had a falsetto hoarseness which came 
on at different times of the day and lasted until 
evening. There was no pain, and the patient did 
not know whether he had lost weight. 


were 


Physical examination showed a well-developed 
and nourished man in no acute discomfort. There 
was pallor of the lips, ears and hands. Oral hy- 
giene was poor. There was slight clubbing of the 
fingers. From the angle of the scapula downward 
there was an area where the breath sounds evinced 
marked diminution of intensity, and there was ab- 
sence of tactile fremitus. A few fine crepitations 
were audible at the left base. No other signs were 
recorded. The remainder of the examination was 
negative. The blood pressure was 140 systolic, 80 
diastolic. 

The temperature was 98°F., the pulse 100. The 
respirations were 25. 

Examination of the urine was negative. The 
blood showed a red cell count of 3,800,000, with a 
hemoglobin of 75 per cent. The white cell count 
was 15,900, 67 per cent polymorphonuclears, 20 
lymphocytes, 10 monocytes and 3 eosinophils. Re- 
peated sputum examinations were negative for tu- 
bercle bacilli. The stools were negative. A blood 
Hinton test was negative. 

X-ray examination of the chest showed a 10.5 
cm. rounded, solid, noncalcified mass situated in 
the right chest in the costovertebral sulcus (Fig. 1). 
The shadow was continuous with the shadow of 
the descending aorta at the eighth and ninth ribs 
posteriorly. Films taken of the ribs and vertebrae 
showed no evidence of separation or erosion. The 
right lung field was slightly more radiant than the 
left; otherwise the lung fields were normal. The 
heart and mediastinum were in normal position, 
and the diaphragm was normal. Examination of 
the esophagus, stomach and duodenum revealed no 
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evidence of disease. An intravenous pyelogram 
demonstrated normal kidney outlines. The dye 
was excreted promptly, and there was no evidence 
of stone or deformity. A barium enema showed 
no evidence of organic disease. 

The patient’s temperature occasionally rose to 
100°F. and his white blood-cell count remained 
elevated. His general condition was unchanged 
and on the twenty-third hospital day operation was 
performed. 


DIrFERENTIAL DraGNosis 


Dr. Oxiver Core: Review of the present data 
suggests to me but one thing —a tumor mass out- 
side the lung behind the hilum on the right side. 
Let me now discuss how I arrived at this conclu- 
sion and then make a final choice of the exact 
nature of this mass. 

The man’s first symptom was cough. This does 
not help, since this may be the initial symptom in 
the majority of diseases of the chest. The fact that 

















FIG. 1 ( st plate taken two weeks before operation 


this cough was affected by position without pro- 
duction of sputum suggests that a bronchus was 
pressed upon by the tumor mass only in a certain 
position. If the mass involved the lung or the 
bronchus the irritation resulting in cough would be 
more constant. Since the cough was unproduc- 
tive, coughing on lying down as seen in bron- 
chiectasis or abscess is ruled out. We do not know 
whether the patient was bronchoscoped. I doubt 
that bronchoscopy would have shown anything, 
but it might have shown a narrowing or bowing 
of the major right bronchus when he was lying on 
his back. 


The two-week episode of fever four months 
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before entry was, I presume, an acute respiratory 
infection. I do not believe that infection plays any 
large role in this case. Were there an abscess in 
this tumor mass, he would have run more than an 
occasional fever during his twenty-three day pre- 
operative period in the hospital. His failure to 
gain strength following the respiratory infection 
was probably due to a combination of circum- 
stances. Although there were symptoms of a 
head cold, it is possible that he had a mild broncho- 
pneumonia. The dyspnea and anorexia may both 
have been due in part to the actual tumor mass 
but were also perhaps influenced by his general 
condition. He was mildly anemic when he entered 
the hospital. 

The intermittent falsetto hoarseness does not 
help in the differential diagnosis. It was certainly 
not due to pressure upon a recurrent nerve since it 
would not have been intermittent or falsetto. It 
was due undoubtedly to the pressure of a large 
mass on one side of the mediastinum. The ab- 
sence of pain is interesting. If this lesion were on 
the left side an aneurysm .of the descending aorta 
would have to be considered. The absence of pain 
goes a long way in ruling out an aneurysm. 

The pallor of the lips, ears and hands, unless 
it were intermittent, does not help in the diagnosis. 
Any large mediastinal tumor in the presence of 
secondary anemia might well give localized pallor. 
Had the pallor been spasmodic, a paraganglioma 
with active adrenine secretion would have been 
suggested. Poor oral hygiene is flung in as a red 
herring. Many people have bad oral hygiene with- 
out lung abscesses. Clubbing of the fingers in the 
presence of an intrathoracic lesion does not help. 
However, in a man with an undrained lung ab- 
scess of five months’ duration I would expect 
marked clubbing. The abnormal physical find- 
ings in the chest do not differentiate a solid tumor 
and encapsulated fluid. 


The x-ray report describes the mass as solid. 
I should think from a review of the plates that the 
mass might be a thick-walled cyst. The increased 
radiance of the right lung gives us no further in- 
formation since it too suggests pressure on the 
main bronchus. 


Why is this not a carcinoma of the lung? In 
this position a carcinoma would have arisen from 
one of the major bronchi. Aside from my argu- 
ment for its being outside the lung, before a car- 
cinoma had reached this size it would have pro- 
duced at least one of two symptoms. Had there 
not been gross hemorrhage there would have 
been necrosis in the middle, with abscess forma- 
tion. I therefore exclude bronchiogenic carcinoma. 

Of the thick-walled cysts in the lung, I think 
first of an echinococcus cyst. The eosinophilia was 
3 per cent. This hardly raises a suspicion. A skin 
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test was not done. Evidently the thoracic clinic 
did not consider it seriously. Usually echinococcus 
cysts are found more in the periphery and are far 
less dense. A dermoid cyst must be considered, 
since they commonly occur in the mediastinum, 
less often posteriorly than anteriorly, however. 
There are no shadows suggesting a variation in 
content, such as teeth, which would make the 
diagnosis conclusive. 

I was interested that they had taken an intra- 
venous pyelogram. Hypernephroma commonly 
gives a solitary metastatic tumor, which may be 
found in the chest. A normal pyelogram does 
not absolutely rule out such a metastatic hyper- 
nephroma but makes it unlikely. The mass is un- 
usually large and too regular for a lymph node 
containing metastatic carcinoma. Were there a 
primary carcinoma in the gastrointestinal tract or 
elsewhere in the abdomen with metastases to the 
mediastinal lymph nodes I should expect involve- 
ment of several nodes with a consequent irregular 
shadow. 

What then are the common lesions in the pos- 
terior mediastinum along the spine and behind 
the lung root? The characteristic tumor in this 
position is ganglioneuroma. It is a nerve-tissue 
tumor arising either from one of the sympathetic 
ganglia or from a nerve tissue rest. These tumors, 
like the dermoids, are usually benign and often 
give no symptoms until they have reached a con- 
siderable size. The symptoms are those of pres- 
sure. A tumor arising from bone is excluded by 
the absence of bone disease demonstrable by 
x-ray. I therefore believe that at operation a 
large ganglioneuroma was found which could be 
enucleated through a posterior incision and which 
did not involve the lung root or lung parenchyma. 
If it was not a neuroma, I believe it was a dermoid 
cyst or a teratoma. 


CurnicaL Discussion 


Dr. Donan S. Kine: I saw this patient at his 
home. For three months there had been cough, 
sputum, marked fatigue, hoarseness, loss of weight, 
pallor, and dyspnea on exertion. Physical examina- 
tion showed a few rales in the upper half of the 
right lung posteriorly and also at the left base. 
The story seemed to me consistent with pulmonary 
tuberculosis, and I was very much surprised when 
I saw the x-ray films. After this film was taken 
the differential diagnosis lay between neurofibroma, 
as suggested by Dr. Cope, and primary bronchio- 
genic carcinoma. We have seen bronchiogenic 


carcinomas of this size which have arisen from 
the smaller bronchi and have not given signs one 
would expect with encroachment on the larger 
bronchi. A solitary metastasis from a hyperneph- 
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roma was possible, and it was to rule this out 
that the kidney studies were made. The marked 
anemia was additional evidence of a possible pri- 
mary source outside the lung, and on this account 
the gastrointestinal tract was x-rayed. Bronchoscopy 
was done and showed no definite changes in the 
larger bronchi. Artificial pneumothorax did not 
help to decide whether the tumor was intra- or 
extrapulmonary. 

After our studies were completed we felt that 
the patient’s general condition was such that a 
malignant process was more probable than a 
benign one, and Dr. Churchill operated expect- 
ing to find a malignant tumor. He found it neces- 
sary to remove the entire right lung. Following 
this procedure the patient did well at first, but 
dyspnea was a persistent symptom and even in the 
oxygen tent the breathing was labored. I believe 
all the people who observed him during his post- 
operative course felt that this was a patient who, 
because of his poor general condition, couid not 
get along with one lung. 


PREOPERATIVE DIAGNosIs 


Carcinoma of lung, right. 


Dr. Cope’s Diacnosis 
Benign mediastinal tumor, ? ganglioneuroma. 
Anatomic DiAGNosEs 


Epidermoid carcinoma (Grade IV) of the lung. 

Pneumonectomy, right lung. 

Hydrothorax, right. 

Pleuritis, acute fibrinous, right; chronic fibrous, 
left. 

Hemangioma of liver. 


PaTHOLocIcAL: Discussion 


Dr. Tracy B. Mattory: In the diagnosis of in- 
trathoracic disease one inevitably teans heavily 
upon the x-ray examination. The very large, al- 
most perfectly round shadow which the plates from 
this patient presented was certainly very suggestive 
of a cyst or a benign tumor. Dr. Hampton in re- 
viewing the plates listed neurofibroma first among 
the possibilities, metastatic hypernephroma second 
and bronchiogenic carcinoma third — on the whole 
agreeing closely with Dr. Cope. 

A bronchiogenic carcinoma was, however, what 
was found. Dr. Cope was perfectly correct in 
pointing out that most of these tumors start in the 
mucosa of large bronchi, and hence, hemorrhage 
and evidences of bronchoconstriction are char- 
acteristic. It is perfectly possible, however, for 
them to start in fairly small bronchi, then to grow 
inward and upward well toward the hilus. As Dr. 
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King stated, bronchoscopy was negative since the 
main bronchus was uninvolved and merely slightly 
distorted from external pressure. 

When Dr. Churchill explored this chest he found 
a large tumor occupying the apex of the right lower 
lobe. The pleura over both lobes showed an ex- 
tensive fibrinous pleuritis but no evidence of malig- 

















ght lower 


he upper portion of the ri 


nant involvement. The hilum appeared free from 
disease, but lobectomy was technically impossible, 
and it was necessary to remove the entire lung. 

In the resected specimen (Fig. 2) most of the 
bronchi ran over the surface of the tumor with- 
out evidence of involvement, and it was only after 
considerable search that we found a small bron- 
chus leading to the apex of the lower lobe which 
presented a rough irregularity of its lining for 
some little distance before it was completely lost 
in the neoplastic mass. Several small lymph nodes 
were free from metastases, although the tumor 
proved histologically to be an epidermoid carci- 
noma of a high grade of malignancy. 

At autopsy no evidence of metastasis was found 
anywhere in the body, but we did not have per- 
mission to examine the head. The right pleural 
cavity showed a large hydrothorax and an acute 
pleuritis. The only anatomic explanation for death 
was a patch of pneumonia in the upper lobe of the 
opposite lung. 
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PRINCIPLES AND PROPOSALS 
FOR MEDICAL CARE 


Tuis issue of the Journal presents to its readers 
certain principles and proposals which some four 
hundred physicians believe should guide efforts to 
improve medical care. The impressive cross sec- 
tion of the profession represented in the list of 
signers indicates that these principles and proposals 
deserve earnest consideration. Regardless of what 
the final solution of the problems raised may be, 
there seems little in the proposals or attitude of the 
signers to provoke such caustic comment as was 
made in the October 16 issue of the Journal of the 
American Medical Association in an editorial en- 
titled “The American Foundation Proposals for 
Medical Care.” 

To be sure, the past utterances of some repre- 
sentatives of the profession suggest that they will 


not contribute to a tolerant and intelligent inquiry 
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into the problems of medical care. Too readily has 
personal disrespect been injected into their discus- 
sion of such subjects whenever a disagreement in 
opinion has occurred. The frequency with which 
pertinent discussion of these problems by physi- 
cians has been diverted by befogging the imme- 
diate issue with emotions stirred by some irrelevant 
traditional loyalty has verged on insult to the in- 
telligence of the medical profession. 

The Journal of the American Medical Associa- 
tion could render a much needed service by an 
enlightened discussion of the ways and means of 
meeting the problems that face the medical profes- 
sion because of present social trends. Many mem- 
bers of the American Medical Association are right- 
fully interested in an impartial presentation of 
these complicated questions: questions so compli- 
cated that their constructive consideration may ali 
too easily be jeopardized by emotions arising from 
irrational prejudice; questions on which more than 
four hundred reputable members of the American 
Medical Association have certain thoughts which 
should not provoke the editorial board of the Jour- 
nal of the American Medical Association to an 
emotional reaction that results in misleading im- 
plications and accusation of the respected deans 
and heads of departments of several approved medi- 
cal schools of low mercenary motives. 

The New England Journal of Medicine in an 
editorial and article in its September 16 issue re- 
viewed the studies of the American Foundation at 
some length. The Foundation presented its studies 
without conclusions or a proposed program. What 
more natural than to have a group of independent 
doctors who were interested in these studies use 
them as the basis of a consideration of the prob- 
lem of medical care. And, when these doctors dis- 
cussing the subject here and there with many other 
physicians formulate a series of proposals with the 
prime purpose of preventing precipitate govern- 
mental action resulting in compulsory health in- 
surance, the Journal of the American Medical 
Association insinuates that the American Founda- 
tion has broken its word and has indirectly for- 
mulated a scheme whereby “concrete proposals 
should be made which would have the approval of 
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the medical profession and which might lead to 
governmental action.” The editorial makes much 
of governmental action and control in spite of the 
stress laid by the proposals and principles on the 
importance of voluntary agencies and private hos- 
pitals. The editorial implies that subsidy of hospi- 
tals or medical schools by governmental agencies is 
a new concept. It further implies that any men- 
tion of the term “public funds” means federal sub- 
sidies. Such implications are not in accord with 
the facts of medical history or the statements made 
in the proposals and principles. The New York 


Times comments editorially: 


Physicians of the highest standing have circulated a let- 
ter in which they call upon their profession to “assent to 
certain general propositions,” one of which is the propriety 
of supplementing inadequate private endowments by 
grants from public funds — local, state, and possibly fed- 
eral —to medical schools, hospitals and research labora- 
tories. 

Outraged at this seeming violation of organized medi- 
cine’s economic interest in the treatment of disease and 
in research, the Journal of the American Medical Associa- 
tion regards the “general proposition,” already assented to 
by 425 leading physicians, as a step in the direction of so- 
cialized medicine. A careful reading of the documents 
circulated fails to reveal anything more than a plan where- 
by existing medical agencies may continue and intensify 
activities, now threatened by the heavy taxation to which 


philanthropists are subjected. 


The proposals favor a limited participation of lo- 
cal, state and federal governments in the provision 
of medical care but only along specifically defined 
lines. The editorial writer of the Journal of the 
American Medical Association apparently favors 
no such participation by any government, and this 
difference of opinion provokes disrespect. He 
states: 

The tender of governmental funds to such institutions 
for the care of an ill-defined group called the medically 
indigent appeals to the unthinking physicians who have 
endorsed these principles. ... Yet such an arrangement 
would put the hospitals promptly into the practice of 
medicine. 


Are the physicians more “unthinking” than 


the writer of the last sentence? It is one of those 
phrases that sounds so well and means just what? 
Does it mean that we in New England will have 


to look into the practices of the Massachusetts Gen- 
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eral, the Boston City and the New Haven hospi- 
tals? Does the Mayo Clinic practice medicine? 
The meaning is almost as clear as if the editorial 
writer had referred to the illegality of the corporate 
practice of medicine, which is a term appearing 
so frequently that few of its current users have 
bothered to define it. And the editorial writer 
continues: 

A cursory analysis of the list actually reveals the names 
of some physicians whose names are associated at the same 
time with views and actions opposed to those which they 
hold. 


must have signed merely after seeing the names of those 


are here said to Obviously some of these men 


who signed previously and because it looked like a “good” 
list. . . . Most conspicuous on the list are the names of 
those deans and heads of departments in medical schools 
who may have signed because they saw a possibility of 
getting government money for clinics and dispensaries. 
Such careless participation in propaganda as has here oc- 


curred is lamentable, to say the least. Certainly the un- 


thinking endorsers of the American Foundation’s princi- 
ples and proposals owe to the medical profession some 
prompt disclaimers. 

Certainly it is to be regretted that the Journal of 
the American Medical Association has resorted to 
such a presentation of a subject that deserves un- 
prejudiced consideration by a profession whose past 
history of honesty of intention and unselfish action 
should not be tarnished. 

* * * * * 

The principles and proposals of these unthink- 
ing or thinking endorsers are published in this 
issue with a brief statement covering their origin 
and purpose by the group of physicians who for- 
mulated them. The attitude of this Journal is one 


of impartial presentation. 





THE CENTENARY OF THE FIRST 
AMERICAN PHYSIOLOGICAL 
SOCIETY 

In 1837 there was founded in Boston the Ameri- 
can Physiological Society, a group that remained 
active only a few years and then disappeared. It 
was not until nearly fifty years later that physiology 
had become sufficiently recognized to permit the 
establishment of a physiological society in England 
and a second American Physiological Society in 


this country. It is, nevertheless, of some interest 
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to call attention to this early society, particularly 
as its activities reflect a movement in great vogue 
one hundred years ago. This movement had to 
do with health and longevity, and it was pushed 
forward largely by laymen and laywomen, who be- 
came popularizers and crusaders of health hygiene 
based principally on vegetarianism, temperance 
and abstinence in many forms. Most of the in- 
dividuals behind the society did not have a medical 
training. Two of them, however, were leaders 
with some training in medicine, and they were re- 
sponsible for the founding of the society. 

The first was William Andrus Alcott, the son 
of a Connecticut farmer, who had graduated in 
medicine from Yale in 1826. In 1831 he came to 
Boston, much preoccupied with his own health for 
he thought he had tuberculosis, to help edit an 
educational journal. He began to see the value ot 
physical hygiene in an age when men took very 
little exercise and were grossly given to over- 
eating and when women exercised even less and 
wore tight-fitting clothes. Alcott began to lecture 
on anatomy and physiology in a popular manner, 
edited journals and published numerous pamphlets, 
including a long series of Guides for young women, 
matried ladies and married couples. His most pop- 
ular book was entitled The House I Live In; it 
was published in 1834 and was devoted to a discus- 
sion of dress cleanliness, diet, ventilation, tobacco, 
tea, coffee and infant education. 

About that time there came to Boston one Sy!- 
vester Graham, also from Connecticut, who made 
his living as a temperance reformer. He, too, was 
a diet faddist and insisted upon a vegetarian diet 
and bread, at least twelve hours old, made from 
scarcely ground wheat. He had formerly lectured 
in Philadelphia and New York, but his lectures 


were not popular with the bakers and butchers. 


He came to Boston in the winter of 1835-36. 


Here he had somewhat better success, for in gen- 
eral the citizens of Boston were interested in re- 
form, and moreover, Alcott, for whom they had 
considerable respect, upheld Graham. 

A meeting of these two men led to the formation 
of the American Physiological Society, made up of 


124 men and 37 women, none of them, with one or 
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two exceptions, with medical training. They is- 
sued a printed constitution and three annual re- 
ports, all of which are in the Boston Medical Li- 
brary. Many lectures were given under their su- 
pervision by physicians such as Dr. Bartlett, of 
Lowell, Dr. Pierson, of Salem, Dr. John Ware, 
and others. Graham gave lectures on diet, giving 
special attention to his bread, through which his 
name has largely been perpetuated. It is interest- 
ing to note that many of the ladies of the society 
felt that the subjects of the lectures were too deli- 
cate to be treated by a man. Dr. Alcott suggested 
that a woman give these lectures and found such 
a person in Mrs. Mary S. Gove, of Lynn. 

The general movement prospered; journals and 
books were published, and “physiological boarding 
houses” and schools were established where pa- 
tients lived and carried out the Graham principles 
of diet. Some of these were also established in 
other New England states. The Society fitted up 
a provision store for the sale of their articles. As 
time went on, it was obvious that the society was 
losing its interest in physiology and becoming a 
commercial undertaking under Graham. By 1840 
the whole thing had petered out. 

The movement, in general, is not very important. 
It does, however, reflect the thought of our citizens 
one hundred years ago. Both Alcott and Graham 
failed to evaluate the remarkable advance in gas- 
tric physiology made by William Beaumont as 
the result of his observations on Alexis St. Martin. 
Although, apparently, the society knew of Beau- 
mont’s work and tried to induce St. Martin to come 
to Boston, it did nothing to advance our knowl- 
edge of the physiology of digestion. Beaumont 
must have sensed this himself, for in a very de- 
lightful letter to the society, written from St. Louis 
in August, 1837, he refused to allow St. Martin 
to come to Boston on the basis that experiments 
carried on in other hands than his own could only 
be successful if they were done in some scientific 
physiological institution. Beaumont’s letter, and an 
extensive account of the founding of the American 
Physiological Society, with biographies of Alcott 


and Graham and bibliographical references, have 


recently been published in a paper by Hoff and 
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Fulton.* They have, moreover, reprinted the 
original constitution of the society, as well as a 
list of its members. Attention is thus called to a 
Boston centenary, which otherwise might have been 
forgotten. 

*Hoff, H. E., and Fulton. J. F.: The centenary of the first American 


physiological society founded at Boston by William A. Alcott and Sylvester 
Graham. Bull. Inst. Hist. Med. 5:687, 1937. 





OBITUARY 
JOHN WOODFORD FARLOW, M.D. 
1853-1937 

Dr. Farrow, a member of the Massachusetts 
Medical Society, died after an illness of some 
months, September 24, 1937, :: his summer home 
near Boston, aged eighty-four. Born in Boston in 
1853 of distinguished New England stock, he grad- 
uated from Harvard College in 1874 and from the 
Harvard Medical School in 1877, taking his in- 
ternship at the Boston Lying-in Hospital. As was 
the custom of the time he spent the two years fol- 
lowing his graduation abroad, chiefly in Vienna, 
Strassburg and Paris. Returning to Boston in 
1880 he began general practice, but soon showed 
a keen interest in laryngology, then beginning to 
be slowly recognized as a specialty. In 1895 he 
described the “Farlow snare” and “Farlow punch,” 
instruments which were quickly adopted in this 
country and abroad and which signally proved 
their worth and made his name widely known. 
He was president of the American Laryngologi- 
cal Association in 1902. After a long, active prac- 
tice in Boston, combined with teaching in the 
Harvard Medical School and hospital associations 
at the Boston City Hospital and the Boston Dis- 
pensary, he retired in 1916, devoting a large part 
of his time, until 1928, to the Boston Medical Li- 
brary. 

His active interest in the Boston Medical Li- 
brary, however, began long before 1916. When 
Dr. Chadwick, his predecessor as librarian, died 
suddenly in 1904, Dr. Farlow was chosen his suc- 
cessor the next year. Although at this period he 
could not give full time to his position, it is note- 
worthy how much he accomplished, ably assisted 
by Mr. Ballard, whose long training under Dr. 
Chadwick now bore fruit. In 1909 he published a 
paper that surveyed the contents of the Boston 
Medical Library and also the medical books else- 
where in Boston and its vicinity. After 1916 more 
time was given to his position as librarian, and 
in 1918 he produced his History of the Boston 
Medical Library, a fine example of what a book 
of its type should be. He largely wrote the Fif- 
ticth Anniversary of the Boston Medical Library, 
which was issued in 1926. 
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His generous gifts to the library for building 
and maintenance were much appreciated bv a 
board of trustees who had more money for books 
than for equipment and cleaning. From the be- 
ginning of the Boston Medical History Club, 
he was an ardent supporter, serving as president 
from 1922 to 1924. He was president of the Medi- 
cal Library Association in 1921. 

Many of the members of the Society will re- 
member his dignified manner, his graciousness 
and the pleasant twinkle in his eye when a bit 
of dry humor escaped his lips. There was some 
of the stern Puritan in his make-up, softened 
by an active interest in literature and art. Widely 
traveled, he was a man of the world, who, seeing 
the value of books for doctors, did much to en- 
large the collection in the Boston Medical Library. 


i. B. ¥ 
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Cast History No. 45. BLEEDING at Five Montus — 
FEEBLEMINDEDNESS; INEVITABLE MISCARRIAGE; 
PUERPERAL INFECTION 


Mrs. E. M., a white woman, aged nineteen years, 
was admitted to the hospital, October 16, 1935, for 
the treatment of vaginal hemorrhage. Bleeding 
suddenly started early in the morning while the 
patient was in bed and was not accompanied by 
abdominal or pelvic pain. She denied intrauterine 
instrumentation. She had been followed in the 
prenatal clinic since September 23. The last men: 
strual period was May 24. She had been seen in 
the gynecology clinic of the outpatient depart- 
ment on September 30, and it was felt that she had 
a left cornual pregnancy which was gradually be- 
coming a full uterine pregnancy since a rounded, 
fluctuant mass could be palpated in the left cornu 
which blended with the body of the uterus. 

There was no family history of tuberculosis, 
diabetes, malignancy or cardiorenal disease. The 
patient had been followed in the outpatient de- 
partment since 1930, when she was given a small 
dose of radium for the treatment of an incapacitat- 
ing dysmenorrhea. The menses started at the age 
of eleven, stopped for two years, then became reg- 
ular and normal except for pain which often would 
necessitate rest in bed for a week. Five months 
following the radium therapy the menses had be- 

A series of selected case histories by members of the section will be 
published weekly. 


Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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come regular and normal, and the dysmenorrhea 
had disappeared. 

Because of backwardness in school she was ex- 
amined in the neuropsychiatric clinic in 1931. Her 
intelligence quotient by the Stanford revision of 
the Binet-Simon tests was —59. Her mental age 
was eight years, seven months; her actual age, 
fourteen years, six months. 

She was married in November, 1934. In April, 
1935, she spontaneously aborted at the second 
month; this was associated with profuse hemor- 
rhage and pain in the left lower quadrant of the 
abdomen. She was admitted to the hospital May 2, 
1935, for the treatment of leukorrhea and pains 
in the lower abdomen. An appendectomy and 
left salpingo-oophorectomy were performed. At 
operation it was noted that the uterus was small, 
infantile in size, but in normal position. Mild 
chronic pelvic inflammatory disease was evidenced 
by fine adhesions about the fimbriated end of the 
left fallopian tube; the right tube was thickened 
and edematous. 


On physical examination at the present entry 
the patient was well nourished, with perceptible 
pallor of the skin and mucous membranes. Her 
temperature was 99.5°F. There was acne about 
the chin; the teeth were in good condition but the 
tongue was coated. The chest was symmetrical, 
expansion normal, breath sounds clear; there were 
no rales. The heart measurements were normal, 
and the sounds of good quality; there were no 
murmurs or arrhythmias. The blood pressure 
was 110 systolic, 70 diastolic; the rate was 86 per 
minute. There was an abdominal mass reaching 
to the umbilicus. A fetal heart beat was not audi- 
ble. There was a midline abdominal scar which, 
although recent, was well healed. Rectal and vag- 
inal examinations were withheld because of vaginal 
bleeding. 

The patient passed small clots and one large 
one soon after admission, following which the 
bleeding almost completely ceased. She was kept 
flat with the foot of the bed elevated. On Octo- 
ber 22, six days following entry, she complained 
of abdominal pain, and there was profuse bright- 
red flow with clots. This quieted down at inter- 
vals but started again more severely at 5:30 p. m. 
She was moved to the labor room and at 7:30 p. m. 
posterior pituitary extract in 3 minim doses was 
instituted at forty-five-minute intervals. The pulse 
and blood pressure were checked every fifteen 
minutes. At 8:30 p. m. the blood pressure was 100 
systolic, and the pulse 110. At 9:00 p. m. she 
began to pass large clots and within fifteen min- 
utes went into extreme shock and was pulseless. 
The uterus and vagina were tightly packed with 
sterile gauze without anesthesia. The cervix was 
firm, 2.5 cm. in length, and the internal os barely 
admitted one finger. What seemed to be an edge 
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of the placenta was palpated just inside the inter- 
nal os. She was given intravenous saline which 
improved her general condition as soon as the 
bleeding was controlled. A tight abdominal bind- 
er was applied, and the pituitrin was increased to 
4 minims every forty-five minutes, but she did 
not go into labor even after thirty-six hours. Under 
light nitrous-oxide-oxygen anesthesia the uterine 
and vaginal gauze was removed October 24 at 
8:30 a.m. The cervix was still resistant and there 
was no increase in dilatation. Forceful dilatation 
of the cervix was started but immediately discon- 
tinued since it initiated fresh hemorrhage which 
had to be controlled by another uterine tamponade. 
That afternoon, seven hours later, the temperature 
was 103.4°F., and the pulse went to 140. The 
pack was removed in order to promote drainage. 
The blood had a red cell count of 3,550,000, with 
a hemoglobin of 50 per cent. Hysterectomy was 
considered but the idea was discarded in view of 
the fact that the patient had no living children. 
Two days later, October 26, she passed the body 
of a macerated fetus measuring 20 cm. in length. 
The fetal head and placenta remained in utero. 
The temperature promptly dropped from 103.8° 
to 98°F., and the pulse from 130 to 100. The 
red blood-cell count was 3,220,000, with a hemo- 
globin of 50 per cent, and the white cell count 
13,800, with 66 per cent polymorphonuclears and 
24 per cent lymphocytes. Blood culture revealed 
no growth, but Bacillus coli and Staphylococcus 
aureus were isolated from a vaginal swab. The 
temperature remained below 101°F. for two days 
then became elevated to 105°F., when she had re- 
peated chills. Vaginal drainage was scant. From 
then on the patient ran a decided febrile course, 
but there was no further bleeding. She was given 
a transfusion of 400 cc. of blood on October 29. 
November 3 she developed signs of spreading 
peritonitis, and an abdominal drainage operation 
was performed. From that time on one complica- 
tion after another developed due to the generalized 
sepsis, and several transfusions were given at four 
or five-day intervals. The peritonitis was treated 
by the usual Ochsner regime, and on November 7 
an enterostomy was performed to relieve abdom- 
inal distention. On November 11 a rib resection 
was done for drainage of a left empyema. A 
gram-positive diphtheroid bacillus was isolated 
from the chest fluid and from the peritoneal fluid. 
X-ray examination of the chest and abdomen on 
November 15 revealed a residual pocket of fluid 
in the left chest but no evidence of a subdiaphrag- 
matic abscess. 


She seemed to improve until November 16 when 
the temperature, pulse and respirations became 
elevated and cyanosis became marked. She ex- 
pired on November 19. The clinical diagnoses 


were: late abortion, incomplete; acute puerperal 
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metritis; hemorrhage, uterine, due to premature 
separation of placenta; peritonitis, acute and 
chronic; puerperal septicemia; sacculated empyema, 
left; and acute and chronic interstitial pneumonia. 

At autopsy the peritoneal cavity was found to 
be the seat of acute and chronic peritonitis with 
adhesions. Many pockets containing yellowish- 
green pus were encountered diffusely scattered 
in the peritoneum throughout the abdominal cav- 
ity. A rubber drainage tube was located beneath 
the left portion of the diaphragm through which 
it protruded. The tube passed through the lower 
posterolateral portion of the left pleural cavity and 
out through a thoracostomy incision in the chest 
wall. In this region a thick deposit of plastic ex- 
udate was noted on the inferior surface of the 
diaphragm, the posterior aspect of the stomach, 
the tip of the left lobe of the liver and the sur- 
rounding peritoneum. This apparently was the 
site of a large subphrenic abscess which had been 
drained. The left lung was in a state of complete 
collapse. 

The organs in the pelvis were densely enmeshed 
in extensive fibrous adhesions and pockets of green- 
ish-yellow pus. The uterus was found to contain 
fragments of a fetal skull embedded in the right 
uterine cornu. The uterus was quite small in 
size, and the walls were soft. The cervix at the 
internal os was somewhat stenosed; the adnexa 
were bound together in masses of adhesions. A 
portion of the uterine vein was found to contain a 
moderately firm thrombus which was red in color. 

At microscopic examination the musculature of 
the uterus was not remarkable. No syncytial cells 
were present. The mucosa was almost entirely 
destroyed. A small amount of necrotic material 
was attached to the lining of the uterus. Careful 
search failed to reveal the presence of any residual 
placental tissue. 


Comment. Everything seemed to go wrong in 
the treatment of this case. A girl of low intelli- 
gence reached the fifth month of an intrauterine 
pregnancy, then began to have profuse vaginal 
hemorrhage. The presumptive diagnosis was in- 
evitable miscarriage, and it was decided not to in- 
terfere in view of a low-grade temperature which 
she continued to run during the early part of her 
hospital stay. Hemorrhage, however, forced the 
issue, and it was necessary to tamponade the 
uterus and vagina in order to control further bleed- 
ing. A tight abdominal binder was then applied 
and pituitrin administered in an attempt to induce 
labor and complete the miscarriage. This was en- 
tirely unsuccessful. We now encounter a real mis- 
take in the treatment of this case. In attempting 
forcefully to dilate the cervix fresh bleeding was 
induced, and another uterine pack was inserted 
to control this hemorrhage. The second pack 
acted as a plug which tended to force infective 
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material out of the right fallopian tube; this led to 
pelvic, then general, peritonitis. When it was dis- 
covered that the cervix was still resistant and un- 
dilated thirty-six hours after uterine tamponade, the 
uterus should have been emptied by vaginal hys- 
terotomy or a hysterectomy should have been per- 
formed. In view of the patient’s mental status the 
latter procedure was probably the operation of 
choice. 

The free use of posterior pituitary extract as 
administered in this case does not seem to have 
been of any definite value. It did not initiate labor, 
and if the cervix is tightly packed or a bag has been 
inserted, it may produce damage to the cervix. If 
severe contractions do temporarily occur under 
these conditions, there is also a theoretical danger 
of forcing infected uterine contents through the 
fallopian tubes. 

Tamponade was of little value in this case as a 
means of dilating the cervix, most probably be- 
cause the os was so small that the packing could 
not be properly placed. 


MISCELLANY 


THE COMMITTEE OF PHYSICIANS FOR 

THE PRESENTATION OF CERTAIN PRINCIPLES 
AND PROPOSALS IN THE PROVISION 

OF MEDICAL CARE 


A committee* of medical men representing four hun- 
dred and thirty physicians and surgeons throughout the 
country announced recently that they had sent to medical 
organizations, for their consideration, certain principles 
and proposals to which the four hundred and thirty have 
subscribed, and which they believe should govern needed 
efforts to improve medical care, whether made by voluntary 
or governmental agencies, local, state or federal. The for- 
mulation of the principles and proposals was made “in the 
hope that they may receive the consideration of the 
national government and of medical organizations.” 

In making public the draft together with the signatories, 
Dr. John P. Peters, professor of internal medicine at Yale 
University, and secretary of the committee, also made pub- 
lic the committee’s statement explaining how the draft came 
to be made: 

“A large number of medical men believe that the report 
of the American Foundation Studies in Government, en- 
titled American Medicine: Expert Testimony Out of Court, 
deserves the thoughtful attention of all physicians. 

“As a contribution to the discussion of the subject of 
medical care in the United States, this self-appointed group 
of medical men, finding themselves in agreement, has 
formulated certain principles and proposals anent such 
care. These physicians, who have been trying to purvey 
medical care for many years, speak only for themselves 
and not for the Foundation or for any other organization. 
They hope that these principles and proposals may sug- 
gest the lines along which effort may be made by volun- 


*The committee consists of the following: Russell L. Cecil, New York 
City, chairman; Milton C. Winternitz, New Haven, vice-chairman; Hugh 
Cabot, Rochester, Minnesota, vice-chairman; John P. Peters, New Haven, 
secretary; George Blumer, New Haven; Allan M. Butler, Boston; J. Rosslyn 
Earp, Albany; Channing Frothingham, Boston; William §S. McCann, Roch- 
ester, New York; George R. Minot, Boston; obert B. Osgood, Boston; 
Richard M. Smith, Beston; John H. Stokes, Philadelphia; Soma Weiss, 
Boston, 
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tary, local, state and federal agencies to improve medical 
care, 

“It is recognized that the medical profession is only one 
of several groups to which ‘medical care’ is of vital con- 
cern. Close co-operation between physicians, economists 
and sociologists is essential. Nevertheless the medical 
profession should initiate any proposed changes because 
physicians are the experts upon whom communities must 
depend. Unless the medical profession is ready to co- 
operate with these other groups physicians cannot expect 
to play successfully the part which they should play, nor 
can they expect to enlist the sympathetic understanding 
of legislative bodies. 

“It seems to us probable that certain alterations in our 
present system of preventing illness and providing medical 
care may become necessary; indeed, certain changes have 
already occurred. Medical knowledge is increasing rapidly 
and is becoming more complex. Changes in economic and 
social conditions are taking place at home and abroad. 
Medicine must be mobile and not static if medical men 
are to act as the expert advisers of those who convert 
public opinion into action, 

“The conviction is general that action should be taken 
only upen the basis of demonstrated need and as experi- 
ence accumulates to indicate that such action is likely to 
attain its ends in a nation comprising forty-eight states in 
which climatic, economic and social conditions vary 
greatly.” 

, * * a 


The principles and proposals signed by the four hun- 
dred and thirty medical men and now presented to the 
medical organizations for consideration are: 


PRINCIPLES 


1. That the health of the people is a direct con- 
cern of the government. 


2, That a national public health policy directed 
toward all groups of the population should be 
formulated. 


3. That the problem of economic need and the 
problem of providing adequate medical care 
are not identical and may require different ap- 
proaches for their solution. 


4. That in the provision of adequate medical care 
for the population four agencies are concerned: 
voluntary agencies, local, state and federal gov- 
ernments. 


PROPOSALS 


1. That the first necessary step toward the realiza- 
tion of the above principles is to minimize the 
risk of illness by prevention. 

2. That an immediate problem is provision of ade- 
quate medical care for the medically indigent, 
the cost to be met from public funds (local 
and/or state and/or federal). 


ey) 


That public funds should be made available for 
the support of medical education and for stud- 
ies, investigations and procedures for raising 
the standards of medical practice. If this is not 
provided for, the provision of adequate medical 
care may prove impossible. 

4. That public funds should be available for medi- 
cal research as essential for high standards of 
practice in both preventive and curative medi- 
cine. 
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5. That public funds should be made available to 
hospitals that render service to the medically 
indigent and for laboratory and diagnostic and 
consultative services. 


6. That in allocation of public funds existing 
private institutions should be utilized to the 
largest possible extent and that they may re- 
ceive support so long as their service is in con- 
sonance with the above principles. 


~ 


That public health services, federal, state and 
local, should be extended by evolutionary 
process. 


8. That the investigation and planning of the 
measures proposed and their ultimate direction 
should be assigned to experts. 

9. That the adequate administration and super- 
vision of the health functions of the govern- 
ment, as implied in the above proposals, neces- 
sitates in our opinion a functional consolidation 
of all federal health and medical activities, pref- 
erably under a separate department. 


The subscribers to the above principles and proposals 
hold the view that health insurance alone does not offer 
a satisfactory solution on the basis of the principles and 
proposals enunciated above. 


* * * 


The list of those that have signed the principles and 
proposals includes physicians in all branches of practice, 
in all sections of the country. 

Among them, in the field of internal medicine, are: 
George R. Minot, Boston, Nobel Laureate in Medicine in 
1934; Francis G. Blake, physician-in-chief of the New 
Haven Hospital; Henry A. Christian, physician-in-chief 
of the Peter Bent Brigham Hospital; Eugene F. DuBois, 
physician-in-chief of the New York Hospital; Joseph T. 
Wearn, professor of medicine at Western Reserve Univer- 
sity and chief of medical services of the Lakeside Hospi- 
tal, Cleveland; Marion A. Blankenhorn, director of the 
department of internal medicine at the Cincinnati Gen- 
eral Hospital; David P. Barr, physician-in-chief of the 
Barnes Hospital, St. Louis; William J. Kerr, San Fran- 
cisco, physician-in-chief of the University of California 
Hospital; Ernest B. Bradley, Lexington, Kentucky, retiring 
president of the American College of Physicians; Hugh J. 
Morgan, Nashville, executive secretary of the Association 
of American Physicians; and Joseph A. Capps, senior at- 
tending physician at St. Luke’s Hospital, Chicago. 

The surgeons include: Evarts A. Graham, chief surgeon 
of the Barnes Hospital, St. Louis, president of the Amer- 
ican Surgical Association and head of the newly formed 
American Board of Surgery; Fred W. Rankin, Lexington, 
Kentucky, another member of the Board; Elliott C. Cut- 
ler, Boston, chief surgeon at the Peter Bent Brigham Hos- 
pital; Frederick A. Coller, director of surgery at the Uni- 
versity Hospital, Ann Arbor; J. Shelton Horsley, Rich- 
mond; and Samuel C. Harvey, professor of surgery at 
Yale. 

The orthopedists include: Frederick C. Kidner, Detroit, 
president of the American Orthopedic Association; Albert 
H. Freiberg, Cincinnati, a former president of the same 
association; and Philip D. Wilson, New York City, a mem- 
ber of the American Board of Orthopedic Surgery. 


The pediatricians include: A. Graeme Mitchell, head of 
the Children’s Hospital, Cincinnati, and a member of the 
National Board of Medical Examiners; Borden S. Veeder, 
St. Louis, president of the American Board of Pediatrics; 
Philip Van Ingen, New York City, president of the Amer- 
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metritis; hemorrhage, uterine, due to premature 
separation of placenta; peritonitis, acute and 
chronic; puerperal septicemia; sacculated empyema, 
left; and acute and chronic interstitial pneumonia. 

At autopsy the peritoneal cavity was found to 
be the seat of acute and chronic peritonitis with 
adhesions. Many pockets containing yellowish- 
green pus were encountered diffusely scattered 
in the peritoneum throughout the abdominal cav- 
ity. A rubber drainage tube was located beneath 
the left portion of the diaphragm through which 
it protruded. The tube passed through the lower 
posterolateral portion of the left pleural cavity and 
out through a thoracostomy incision in the chest 
wall. In this region a thick deposit of plastic ex- 
udate was noted on the inferior surface of the 
diaphragm, the posterior aspect of the stomach, 
the tip of the left lobe of the liver and the sur- 
rounding peritoneum. This apparently was the 
site of a large subphrenic abscess which had been 
drained. The left lung was in a state of complete 
collapse. 

The organs in the pelvis were densely enmeshed 
in extensive fibrous adhesions and pockets of green- 
ish-yellow pus. The uterus was found to contain 
fragments of a fetal skull embedded in the right 
uterine cornu. The uterus was quite small in 
size, and the walls were soft. The cervix at the 
internal os was somewhat stenosed; the adnexa 
were bound together in masses of adhesions. A 
portion of the uterine vein was found to contain a 
moderately firm thrombus which was red in color. 

At microscopic examination the musculature of 
the uterus was not remarkable. No syncytial cells 
were present. The mucosa was almost entirely 
destroyed. A small amount of necrotic material 
was attached to the lining of the uterus. Careful 
search failed to reveal the presence of any residual 
placental tissue. 


Comment. Everything seemed to go wrong in 
the treatment of this case. A girl of low intelli- 
gence reached the fifth month of an intrauterine 
pregnancy, then began to have profuse vaginal 
hemorrhage. The presumptive diagnosis was in- 
evitable miscarriage, and it was decided not to in- 
terfere in view of a low-grade temperature which 
she continued to run during the early part of her 
hospital stay. Hemorrhage, however, forced the 
issue, and it was necessary to tamponade the 
uterus and vagina in order to control further bleed- 
ing. A tight abdominal binder was then applied 
and pituitrin administered in an attempt to induce 
labor and complete the miscarriage. This was en- 
tirely unsuccessful. We now encounter a real mis- 
take in the treatment of this case. In attempting 
forcefully to dilate the cervix fresh bleeding was 
induced, and another uterine pack was inserted 
to control this hemorrhage. The second pack 
acted as a plug which tended to force infective 
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material out of the right fallopian tube; this led to 
pelvic, then general, peritonitis. When it was dis- 
covered that the cervix was still resistant and un- 
dilated thirty-six hours after uterine tamponade, the 
uterus should have been emptied by vaginal hys- 
terotomy or a hysterectomy should have been per- 
formed. In view of the patient’s mental status the 
latter procedure was probably the operation of 
choice. 

The free use of posterior pituitary extract as 
administered in this case does not seem to have 
been of any definite value. It did not initiate labor, 
and if the cervix is tightly packed or a bag has been 
inserted, it may produce damage to the cervix. If 
severe contractions do temporarily occur under 
these conditions, there is also a theoretical danger 
of forcing infected uterine contents through the 
fallopian tubes. 

Tamponade was of little value in this case as a 
means of dilating the cervix, most probably be- 
cause the os was so small that the packing could 
not be properly splaced. 


MISCELLANY 


THE COMMITTEE OF PHYSICIANS FOR 

THE PRESENTATION OF CERTAIN PRINCIPLES 
AND PROPOSALS IN THE PROVISION 

OF MEDICAL CARE 


A committee* of medical men representing four hun- 
dred and thirty physicians and surgeons throughout the 
country announced recently that they had sent to medical 
organizations, for their consideration, certain principles 
and proposals to which the four hundred and thirty have 
subscribed, and which they believe should govern needed 
efforts to improve medical care, whether made by voluntary 
or governmental agencies, local, state or federal. The for- 
mulation of the principles and proposals was made “in the 
hope that they may receive the consideration of the 
national government and of medical organizations.” 

In making public the draft together with the signatories, 
Dr. John P. Peters, professor of internal medicine at Yale 
University, and secretary of the committee, also made pub- 
lic the committee’s statement explaining how the draft came 
to be made: 

“A large number of medical men believe that the report 
of the American Foundation Studies in Government, en- 
titled American Medicine: Expert Testimony Out of Court, 
deserves the thoughtful attention of all physicians. 

“As a contribution to the discussion of the subject of 
medical care in the United States, this self-appointed group 
of medical men, finding themselves in agreement, has 
formulated certain principles and proposals anent such 
care. These physicians, who have been trying to purvey 
medical care for many years, speak only for themseives 
and not for the Foundation or for any other organization. 
They hope that these principles and proposals may sug- 
gest the lines along which effort may be made by volun- 


*The committee consists of the following: Russell L. Cecil, New York 
City, chairman; Milton C. Winternitz, New Haven, vice-chairman; Hugh 
Cabot, Rochester, Minnesota, vice-chairman; John P. Peters, New Haven, 
secretary; George Blumer, New Haven; Allan M. Butler, Boston; J. Rosslyn 
Earp, Albany; Channing Frothingham, Boston; William §S. McCann, Roch- 
ester, New York; George R. Minot, Boston; Robert B. Osgood, Boston; 
Richard M. Smith, Boston; John H. Stokes, Philadelphia; Soma Weiss, 
Boston 
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tary, local, state and federal agencies to improve medical 
care. 

“It is recognized that the medical profession is only one 
of several groups to which ‘medical care’ is of vital con- 
cern. Close co-operation between physicians, economists 
and sociologists is essential. Nevertheless the medical 
profession should initiate any proposed changes because 
physicians are the experts upon whom communities must 
depend. Unless the medical profession is ready to co- 
operate with these other groups physicians cannot expect 
to play successfully the part which they should play, nor 
can they expect to enlist the sympathetic understanding 
of legislative bodies. 

“It seems to us probable that certain alterations in our 
present system of preventing illness and providing medical 
care may become necessary; indeed, certain changes have 
already occurred. Medical knowledge is increasing rapidly 
and is becoming more complex. Changes in economic and 
social conditions are taking place at home and abroad. 
Medicine must be mobile and not static if medical men 
are to act as the expert advisers of those who convert 
public opinion into action. 

“The conviction is general that action should be taken 
only upen the basis of demonstrated need and as experi- 
ence accumulates to indicate that such action is likely to 
attain its ends in a nation comprising forty-eight states in 
which climatic, economic and social conditions vary 
greatly.” 

* * * 


The principles and proposals signed by the four hun- 
dred and thirty medical men and now presented to the 
medical organizations for consideration are: 


PRINCIPLES 


1. That the health of the people is a direct con- 
cern of the government. 


2. That a national public health policy directed 
toward all groups of the population should be 
formulated. 


‘ne 


That the problem of economic need and the 
problem of providing adequate medical care 
are not identical and may require different ap- 
proaches for their solution. 


4. That in the provision of adequate medical care 
for the population four agencies are concerned: 
voluntary agencies, local, state and federal gov- 
ernments. 


PROPOSALS 


1. That the first necessary step toward the realiza- 
tion of the above principles is to minimize the 
risk of illness by prevention. 

2. That an immediate problem is provision of ade- 
quate medical care for the medically indigent, 
the cost to be met from public funds (local 
and/or state and/or federal). 

3. That public funds should be made available for 
the support of medical education and for stud- 
ies, investigations and procedures for raising 
the standards of medical practice. If this is not 
provided for, the provision of adequate medical 
care may prove impossible. 

4. That public funds should be available for medi- 
cal research as essential for high standards of 
practice in both preventive and curative medi- 
cine. 
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That public funds should be made available to 
hospitals that render service to the medically 
indigent and for laboratory and diagnostic and 
consultative services. 

6. That in allocation of public funds existing 
private institutions should be utilized to the 
largest possible extent and that they may re- 
ceive support so long as their service is in con- 
sonance with the above principles. 

7. That public health services, federal, state and 
local, should be extended by evolutionary 
process. 

8. That the investigation and planning of the 

measures proposed and their ultimate direction 

should be assigned to experts. 


9, That the adequate administration and super- 
vision of the health functions of the govern- 
ment, as implied in the above proposals, neces- 
sitates in our opinion a functional consolidation 
of all federal health and medical activities, pref- 
erably under a separate department. 


The subscribers to the above principles and proposals 
hold the view that health insurance alone does not offer 
a satisfactory solution on the basis of the principles and 
proposals enunciated above. 


. * ad 


The list of those that have signed the principles and 
proposals includes physicians in all branches of practice, 
in all sections of the country. 

Among them, in the field of internal medicine, are: 
George R. Minot, Boston, Nobel Laureate in Medicine in 
1934; Francis G. Blake, physician-in-chief of the New 
Haven Hospital; Henry A. Christian, physician-in-chief 
of the Peter Bent Brigham Hospital; Eugene F. DuBois, 
physician-in-chief of the New York Hospital; Joseph T. 
Wearn, professor of medicine at Western Reserve Univer- 
sity and chief of medical services of the Lakeside Hospi- 
tal, Cleveland; Marion A. Blankenhorn, director of the 
department of internal medicine at the Cincinnati Gen- 
eral Hospital; David P. Barr, physician-in-chief of the 
Barnes Hospital, St. Louis; William J. Kerr, San Fran- 
cisco, physician-in-chief of the University of California 
Hospital; Ernest B. Bradley, Lexington, Kentucky, retiring 
president of the American College of Physicians; Hugh J. 
Morgan, Nashville, executive secretary of the Association 
of American Physicians; and Joseph A. Capps, senior at- 
tending physician at St. Luke’s Hospital, Chicago. 

The surgeons include: Evarts A. Graham, chief surgeon 
of the Barnes Hospital, St. Louis, president of the Amer- 
ican Surgical Association and head of the newly formed 
American Board of Surgery; Fred W. Rankin, Lexington, 
Kentucky, another member of the Board; Elliott C, Cut 
ler, Boston, chief surgeon at the Peter Bent Brigham Hos- 
pital; Frederick A. Coller, director of surgery at the Uni- 
versity Hospital, Ann Arbor; J. Shelton Horsley, Rich- 
mond; and Samuel C. Harvey, professor of surgery at 
Yale. 

The orthopedists include: Frederick C. Kidner, Detroit, 
president of the American Orthopedic Association; Albert 
H. Freiberg, Cincinnati, a former president of the same 
association; and Philip D. Wilson, New York City, a mem- 
ber of the American Board of Orthopedic Surgery. 


The pediatricians include: A. Graeme Mitchell, head of 
the Children’s Hospital, Cincinnati, and a member of the 
National Board of Medical Examiners; Borden S. Veeder, 
St. Louis, president of the American Board of Pediatrics; 
Philip Van Ingen, New York City, president of the Amer- 
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ican Academy of Pediatrics; and Kenneth D. Blackfan, 
Boston, professor of pediatrics at Harvard. 

Among the deans of approved medical schools that have 
signed are: C. Sidney Burwell, of Harvard Medical 
School; William S, Ladd, of Cornell; Loren R. Chandler, 
of Stanford; George H. Whipple, of the University of 
Rochester (New York); Charles W. McC. Poynter, of the 
University of Nebraska; Earl B. McKinley, of George 
Washington University School of Medicine; and two for- 
mer deans of the College of Physicians and Surgeons of 
Columbia University, William Darrach and Samuel W. 
Lambert. 

A number of men working in the field of public 
health have signed the draft: Thomas Parran, the Surgeon 
General of the U. S. Public Health Service; Kendall 
Emerson, manager of the National Tuberculosis Associa- 
tion; Reginald M. Atwater, executive secretary of the 
American Public Health Association; and, among the di- 
rectors of state health departments: Henry D. Chadwick, 
of Massachusetts; Edward S. Godfrey, Jr., of New York; 
George H. Coombs, of Maine; Clyde C. Slemons, of 
Michigan; J. L. Jones, of Utah; Carl V. Reynolds, of North 
Carolina; and Frederick D. Stricker, of Oregon. 

Other signatories include: Nathaniel W. Faxon, director 
of the Massachusetts General Hospital and a former presi- 
dent of the American Hospital Association; Louis Casa- 
major, New York City, member of the American Board 
of Psychiatry and Neurology; Fred J. Taussig, St. Louis, 
retiring president of the American Gynecological Society; 
Thomas B. Cooley, Detroit, chairman of the Council of 
the American Pediatric Society; Joseph B. Howland, Bos- 
ton, director of the Peter Bent Brigham Hospital; J. H. 
Musser, New Orleans; Thomas M. Rivers, director of the 
Hospital of the Rockefeller Institute for Medical Re- 
search; George C. Shattuck, Boston, past president of the 
American Society of Tropical Medicine; A. Newton Rich- 
ards, professor of pharmacology at the University of Penn- 
sylvania; Alfred Stengel, vice-president in charge of medi- 
cal affairs at the University of Pennsylvania; and James 
H. Means, chief of medical services at the Massachusetts 
General Hospital. 





GREATER BOSTON’S 
COMMUNITY FUND 


“The health, the safety and the general well-being of 
an entire great metropolitan community depend on how 
adequately the sick, the unfortunate, the delinquent and 
the near-delinquent, the aged and the handicapped, and 
in fact the perfectly healthy and normal youth are treat- 
ed” — that is the pertinent message with which Greater 
Boston’s Community Fund managers announce their plans 
for the 1938 campaign, January 24 to February 8. Leverett 
Saltonstall is general chairman of this appeal, which will 
result in another forward step toward really adequate 
support of 106 hospitals and health and _social-service 
agencies. 

To cite only health figures, Community Fund hospitals, 
dispensaries and convalescent institutions last year pro- 
vided 809,826 days of hospital house care for 59,961 pa- 
tients, two thirds of whom paid nothing or only a small 
part and none of whom paid the full cost. They provided 
903,786 examinations and treatments at clinics for needy 
patients; 56,163 days of convalescent home care for 1658 
patients; and 50,759 calls by doctors to needy patients in 
their homes. Medical social-service departments assisted 
75,455 patients with personal and family problems. Visit- 
ing nurses made 295,263 visits to 46,670 patients. The 
constant aim in these and in other types of service by 
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Community Fund agencies is to put men and women back 
“on their own” and to give children a fair start in life. 

Now the entire community is being organized again 
under able leadership. The group responsible for the so- 
licitation of physicians is part of the professional division 
headed by Mr. John L. Hall, of the law firm of Choate, 
Hall and Stewart, and Dr. Francis M. Rackemann; it is 
fortunate to have as its chairman, Dr. Thomas R. Goe- 
thals, who is known to all the doctors and is well qualified 
by his excellent and enthusiastic work in previous Com- 
munity Fund campaigns. Associated with Dr. Goethals 
as vice-chairmen «will be: Dr. Theodore L. Badger, Dr. 
Myles P. Baker, Dr. William B. Breed, Dr. Joseph H. Bur- 
nett, Dr. Paul A. Chandler, Dr. Stewart H. Clifford, Dr. 
Francis C, Newton, Dr. Robert S. Palmer, Dr. Langdon 
Parsons and Dr. William T. Salter. 





DIRECTOR OF DIVISION 
OF COMMUNICABLE DISEASES 


Dr. Roy F. Feemster, formerly assistant director of the 
Antitoxin and Vaccine Laboratory, has been recently ap- 
pointed director of the Division of Communicable Diseases, 
Massachusetts Department of Public Health. He succeeds 
Dr. Gaylord W. Anderson who is now professor of public 
health at the University of Minnesota Medical School. 
Dr. Anderson’s position as deputy health commissioner has 
been taken by Dr. Alton S. Pope, who is also director 
of the Division of Tuberculosis. 





PROFESSOR JACOBAEUS’S DEATH 


On October 30, there died suddenly, in Stockholm, 
Hans Christian Jacobaeus, professor of medicine in the 
University of Stockholm, chief of the medical service at 
the Serafimerlasaret, president of the nominating com- 
mittee for the Nobel Prize in Medicine and honorary mem- 
ber of the Royal Society of Medicine in England. Profes- 
sor Jacobaeus was a leader in internal medicine in Swe- 
den, known particularly for his studies of diseases of the 
lung and pleura. These were made possible by his de- 
velopment of a method of direct inspection of the pleural 
cavity through a trochar. By this method, adhesions 
could be cut under the eye with an electrocautery, 
making possible complete collapse of the lung by artificial 
pneumothorax. He had also developed a bronchospiro- 
metric method of determining the size and function of 
each lung. Professor Jacobaeus had accepted the appoint- 
ment as physician-in-chief, pro tempore, at the Peter Bent 
Brigham Hospital and had planned to fulfill this engage- 
ment during next April. It is to be regretted that his un- 
timely death will prevent Boston physicians from learning 
directly from him about these very important studies. 





RECENT DEATH 


FOLEY — Timotny J. Forry, M.D., died October 31 at 
his home, 12 Chamberlain Parkway, Worcester. He was 
in his seventieth year. 

A native of Worcester, he graduated from the local high 
school, later attending Holy Cross College and Yale Uni- 
versity School of Medicine, from which he was graduated 
with honors. He continued his medical studies in Vienna 
and Dublin. 

Dr. Foley was a fellow of the Massachusetts Medical 
Society and of the American Medical Association. Among 
his affiliations were memberships in the Practitioners Club 
of Worcester, Alhambra Council, K. of C., Emmet Guards 
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Honorary Corps and the Worcester District Medical So- 
ciety. 

His widow, three daughters, two sons, and two sisters 
survive him. 





NOTICES 
NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 
At a meeting held on Wednesday evening, October 27, 
the New England Physical Therapy Society voted to change 
its name to the New England Society of Physical Medicine. 
Meetings for the year will be held on the third Wednes- 
day evening of each month at the Hotel Kenmore, Boston. 


WiruiaM D. McFek, M.D., Secretary. 








CAMBRIDGE HOSPITAL MEETING 


The regular clinicopathological meeting of the staff of 
Cambridge Hospital will be held at the hospital, 330 
Mt. Auburn Street, Cambridge, on Tuesday, November 16, 
at 8:30 p. m. 

All members of the medical profession are cordially in- 
vited to attend. 

JosepH M. Wappen, M.D., Secretary. 





ROBERT BRECK BRIGHAM HOSPITAL 


There will be an open meeting at the Robert B. Brigham 
Hospital, 125 Parker Hill Avenue, Boston, on Thursday 
evening, November 18, at 8:00 p. m. 

Dr. Merrill Moore will speak on “Psychogenic Factors 
in Chronic Disease.” 

Doctors and medical students are cordially invited to 


attend. 
Joun G. Kunns, M.D., Chief of Staff. 





THE BOSTON SOCIETY 
FOR THE ADVANCEMENT 
OF GASTROENTEROLOGY 


The next meeting of the Boston Society for the Advance- 
ment of Gastroenterology will be held in the amphithea- 
ter of the Peter Bent Brigham Hospital, Wednesday, No- 
vember 24, at 12 noon. 

PROGRAM 
Cicatrizing Enteritis. Dr. Elliott Cutler. 
Differential Diagnosis of Ulcer. Dr. Robert Zollinger. 
Dietary Studies in Relation to Ulcer. Miss Nicholas, dieti- 
tian. 
Vitamin C in Relation to Ulcer. Dr. Shields Warren. 

Physicians, dietitians, nurses, and medical students are 

invited to attend. 





CARNEY HOSPITAL MEETING 


The monthly clinical meeting and luncheon of the Car- 
ney Hospital will be held on Monday, November 15, at 
11:30 a. m. in the Andrew Carney Assembly Room of the 
Carney Hospital. 

Physicians and medical students are invited to attend. 


PROGRAM 
Case Reports: 
1. Vesicovaginal fistula following supravaginal hys- 
terectomy for pelvic tuberculosis: two unsuccess- 
ful operations for closure. 
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2. Tuberculosis of the carpal bones with miliary 
pulmonary involvement. 
3. Streptococcus septicemia (post-tonsillectomy). 
Problem in differential diagnosis. George F. Wilkins, 
M.D. 
Roy J. Herrernan, M.D,, Secretary of Staff. 





ST. LUKE’S GUILD OF BOSTON 


The regular fall meeting of St. Luke’s Guild will be 
held in the auditorium of the Evans Memorial, Massachu- 
setts Memorial Hospitals, on Monday, November 15, at 
8:30 p. m. 

Dr. George Levene will present a paper entitled “The 
Value of X-Ray in the Study of Heart Disease.” There 
will be discussion followed by a collation. 

The meeting is open to all members of the profession. 


D. L. Lynen, M.D., Secretary. 





BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club at the Boston Medical Library, 8 Fenway, on Novem- 
ber 15, at 8:15 p. m. 

Dr. Paul D. White will talk on “The Development 
of Our Knowledge of the Heart.” 


BenJAMIN Spector, M.D., Secretary. 





NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held at the Massachusetts General Hospital, 
Monday, November 22, at 8:15 p. m. 


PROGRAM 


Further Observations on the Healing of Myocardial In- 
farction. Dr. G. Kenneth Mallory and Dr. Paul D. 
White. 


The Clinical Value of the Estmation of the Volume of the 
Heart as Determined by Orthodiography. Dr. Wil- 
frid J. Comeau and Dr. Paul D. White. 

Electrocardiograms on Identical Twins. Dr. M. Bowman 
Wise and Dr. Wilfrid J. Comeau. 

A Series of Cases in Which the Electrocardiographic Lead 
from the Cardiac Apex Was the Chief Diagnostic Aid 
in Coronary Thrombosis. Dr. Howard B. Sprague. 

The Effect of Early Treatment of Lues on the Later Ap- 
pearance of Aortic Lues. Dr. Wilfrid J. Comeau, 
Dr. William P. Thompson, and Dr. Paul D. White. 

Long Survival of Patients with Aneurysms of the Aorta. 
Dr. Edward F. Bland. 


All members of the New England Heart Association and 
interested physicians are invited to attend. 


James M. Faucxkner, M.D., Secretary. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital Amphitheater 
(Shattuck Street Entrance), Tuesday, November 23, at 
8:15 p. m. 

PROGRAM 

Presentation of Cases. 

Pyelonephritis: Its relation to arterial hypertension and 
to Bright’s disease. Soma Weiss, M.D. 


Medical students and physicians are cordially invited to 
attend. 


MarsHatt N, Furton, M.D., Secretary. 
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NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The regular meeting of the New England Society of 
Physical Medicine (formerly the New England Physical 
Therapy Society) will be held at the Hotel Kenmore, 
Boston, on Wednesday evening, November 17. The Coun- 
cil will meet at 6:00, Dinner will be served in the Empire 
Room at 6:30. The program will begin at 8:00. 

Dr. Robert T. Phillips, of Boston, who is assistant physi- 
cian at the Robert Breck Brigham Hospital, will speak on 
“Practical Physical Medicine for Chronic Arthritis.” A 
discussion by Dr. Howard Moore and Dr. Gordon M. 
Morrison, of Boston, will follow. 

All members of the medical profession are cordially in- 
vited to attend. 

WituiaM D. McFer, M.D., Secretary. 





BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY 

The next meeting of the Boston Society of Psychiatry 
and Neurology will be held at the Boston Medical Li- 
brary, on Thursday evening, November 18, at 8:15. 





PROGRAM 
The Extrapyramidal Syndromes as the Result of Inter- 
Between the “Old” and the “New” Motor 


Dr. Alexandra Adler. 
Dr. Neil T. 


feretice 

System. 

Psychologic Factors in Asthma. 
and Dr. Stanley Cobb. 

H. Houston Merritt, M.D., Secretar) 


McDermott 


COMBINED MEETING: 
SUFFOLK DISTRICT MEDICAL SOCIETY 
AND BOSTON ORTHOPEDIC CLUB 

There will be a combined meeting of the Suffolk Dis- 
trict Medical Society and the Boston Orthopedic Club at 
the Boston Medical Library, 8 Fenway, on Wednesday, 
November 17, at 8:15 p. m. 

SYMPOSIUM ON PAIN 


Modern Physiologic Concepts of Pain. Hallowell Davis, 


M.D. 
The Diagnostic Aspects of Pain in the Thorax and Abdo- 
men. Chester M. Jones, M.D. 
Pain in Certain Orthopedic Conditions. 
M.D. 
Surgical Treatment of Pain. Elliott C. Cutler, M.D. 
Joun P. Monks, M.D., Secretary. 
Suffolk District Medical Society. 


Frank R. Ober, 


Paut L. Norton, M.D., Secretary, 
Boston Orthopedic Club. 


NEW ENGLAND 
PATHOLOGICAL SOCIETY 

A meeting of the New England Pathological Society 
will be held in the amphitheater of the Beth Israel Hospi- 
tal on Thursday, November 18, at 8:00. 


PROGRAM 


Nodules in the Thyroid Gland; Postmortem Incidence. 
Samuel L. Gargill, M.D. 

Acute Hemolytic Anemia. William Dameshek, M.D., and 
Stephen Schwartz, M.D. 

Chronic Occlusion of the Inferior Vena Cava (Including 
the Renal Veins) and Portal Vein, Presenting the 
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Clinical Picture of the Nephrotic Syndrome. Harry 
A. Derow, M.D. 
An Injection Plus Dissection Study of Coronary Artery 
Occlusions and Anastomoses. M. J. Schlesinger, M.D. 
Physicians and medical students are cordially invited to 
attend. 
J. B. Hazarp, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, Novemper 15 


Monpay, NovemBer 15 





*11:30 a. m Monthly clinical meeting and luncheon, Andrew Carney 
Assembly Room, Carney Hospital 

8:15 p. m Boston Medical History Clu Boston Medical Library 

iW 

5:30 St. Luk Guild of Be ’ \ n <¢ > Evans 
fc \ t rial H 

I N MI 
m I I 8) Br Genera 
M I L\ ( } 
( l ( Etl 
S i ¢ H c | I c 
( Am} 
( S I S 
( ( 11 | 
s ( H Circula unds 
ar Ex Sur l Orthope 
S e 5 r | I Ct 1 h ils, hel 
weck Ct H ie. W. E. Lad ! 
r 
I pe I 1 Clin r. %. Ok 
H. G. I 
M s ¢ 1 Hos; l Medical rounds. 
M General He l. Clinicog logical confer 
c S 
p. m. New England Pathological Society Amphitheater of the 
be Israel He pital 

8 p. m Robert Breck Brigham Hospital meeting 125 Parker Hill 
Avenue, Bost 

8:15 p. m Boston Society of Psychiatry and Neurology. Bostor 
Medical Library, 8 } 

IDAY, NovemBer 19 

*9 a. m.-10 a. m. Boston Dispensary Carcinoma of the Colon 
Regional Enteritis. Dr. Charles G. Mixter. 

Massachusetts General Hospital. Fracture rounds. 

12 m Clinical meeting of the Children’s Medical Service, Mass- 

huse General Hospital, Ether Don 
SATURDAY, NovemsBer 2 

*9 a. m.- 10 m I Dispens Hospital Case Presentation 
Dr. S. J. Thannhauser 

10 a. m.-12 m._ Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian 

Sunpay, NovemMBer 2] 

Free public lecture, Beth Israel Hospital, Boston, in conjunction with 
the Women's Auxiliary, 4 p. m. Diabetes: Its Cause and Treat- 
ment. Dr. Elliott P. Joslin 

Ope r ned 1 profe 

NoveMBER nd 1 Ame \ en ol Pec Page 7¢ 

» of November 4 

NoveMBeR 15 Carney Hospital meeting. Page 801. 
NoveMBer 15 Boston Medical History Club. Page 801. 
. 
NoveMsBer 15 St. Luke's Guild of Boston. Page 801 
NoveMBER 16 — Cambridge Hospital meeting Page 801 
NoveMBER South End Medical Club. Page 763, issue of Novem 
ber 4. 
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Novemerr 17 — New England Society of Physical Medicine. Page 802. 


November 17 — Boston Orthopedic Club, combined meeting with Suffotk 
District Medical Society. Page 802. 


November 18 — Pentucket Association of Physicians. Hotel Bartlett, 95 
Main Street, Haverhill, 8:30 p. m. 

NoveMBerR 18 New England Pathological Society. Page 802. 

NoveMBER 18 —- Boston Society of Psychiatry and Neurology. Page 802. 

Novemeer 18 — Robert Breck Brigham Hospital meeting. Page 801. 

NoveMper 22 — New England Heart Association. Page 801. 

Novemser 23 — Harvard Medical Society. Page 801. 

NoveMBER 24 — The Boston Society for the Advancement of Gastro- 
enterology. Page 801. 

December 7 - May 3 Greater Boston Medical Society. Page 762, issue 
of November 4 


Aprit 4-8 1938 — The American College of Physicians. Page 41, issue 
of July } 


District Mepicat Societies 


BRISTOL SOUTH 
May 5, 1938 —5 p. m., New Bedford. 


FSSEX SOUTH 


Decemsrr 1 — Salem Hospital. Clinic at 5 p. m. Dinner at 7 p. m. 
Speaker: Dr. Leland S. McKittrick. Subject: Carcinoma of Colon. Diuscus- 
sion of Diagnosis. 

January 5 — Danvers State Hospital. Clinic at 5 p.m. Dinner at 7 p. m. 
Speaker and subject to be announced. 
reruany 2 — Council Meeting, Boston. 
eBRUARY 9 — Essex Sanatorium, Middleton. Clinic at 5 p. m. Dinner 
m. Speaker: Dr. John B. Hawes, 2nd. Subject: Dust and Disease. 
4H 2— Lynn Hospital. Clinic at5 p.m. Dinner at 7 p. m. Speaker 
bject to be announced 


- Gloucester Hospital, Gloucester. Clinic at 5 p. m. Dinner 


rm Speaker and subject to be announced. 
5 — Censors meet at Salem Hospital, 3:30 p. m 

May 1] —Anrual meeting, Salem Country Club, Peabody. Dinner at 
[ Speaker and subject to be announced. 

NKI 
Meetings will be held at the Franklin County Hospital, Greenfield, at 

m. the second Tuesdays of January, March and Ma 

\MPDE 
Meetings w e heid « the fourth Tuesday in January, April and 


MIDDLESEX EAST 
Meetings will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on November 17. January 12, March 16, and May 11. 


MIDDLESEX NORTH 
Meetings will be held at the Vesper Country Club, Lowell, on January 26, 
and April 27 


NORFOLK DISTRICT 
Novemper 30 — Hotel Kenmore. 8:15 p. m. Diagnosis of Lesions of the 
Hand with Demonstration of Patients. Dr. William E. Browne. 


January 25 — Hotel Kenmore. 8:15 p. m. The Management of Uterine 
Prolapse. Dr. Louis E. Phaneuf. 


Frervary 23— Hotel Kenmore. 8:15 p. m. Dermatitis Venenata Due 
to Cosmetics and Industrial Irritants. Dr. John G. Downing. Discussion 
by Dr. Francis P. McCarthy. 


Marcw 29—Hotel Kenmore. 8:15 p. m. Subject to be announced 
but to be related to diseases of the kidney. Dr. Albert A. Hornor. 


May, 1938 — Annual meeting. 


The censors meet on the first Thursdays of May and November in each 
year 


PLYMOUTH 
Meetings will be held at 11 a. m. on November 18, January 20, March 17, 
April 21, May 19 and July 21. 


SUFFOLK 
Novemerr 17 — Joint meeting with Boston Orthopedic Club. Page 802 
} 


Janvary 19 — Joint meeting with Boston Medical Library. 
Marcn 15 — Joint meeting with Boston Obstetrical Society. 


WORCESTER 

At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 

Decemeer § — St. Vincent Hospital, Worcester. 

January 12 — Worcester City Hospital, Worcester. 

Fesrvuary 9 — Worcester State Hospital, Worcester. 

Marcn 9 — Memorial Hospital, Worcester. 

Aprit 13 — Hahnemann Hospital, Worcester. 


May 1] — Afternoon and evening, annual meeting. Place and schedule 
program to be announced. 


« 
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The Mentally Ill in America: A history of their care 
and treatment from colonial times. Albert Deutsch. 
530 pp. New York: Doubleday, Doran & Company, 
Inc., 1937. $3.00. 

The history of any human discipline or institution should 
be obligatory reading for those who in any way deal with 
the subject. Every social enterprise, whether in pure 
science, medicine or social welfare, brings about the same 
kind of struggle in society in which the radicals, liberals 
and conservatives make conflicting claims and set forth 
arguments which practically never change in form or 
scope, since the passions aroused are usually the same. 

The book under consideration traces the history of psy- 
chiatry in America and does this with a wealth of detail 
and an insight into the general processes taking place which 
rarely has been exemplified in the treatment of any medi- 
cal subject. From the very beginning of the care of 
the mentally sick in America, the same type of struggle 
which is taking place at the present time is seen; namely, 
there is a large group of the population, usually those in 
charge of the purse strings, who are on the whole de- 
termined that the cost of caring for the unfortunates shall 
be as little as possible and who are concerned mainly 
with budgets and the average cost of maintenance. They 
call out with alarm as the care increases and as the bur- 
den of cost piles up. This was seen in the earlier days 
when the insane and feeble-minded were virtually sold 
into what was slavery. Even today, requests for the de- 
cent maintenance of patients in the institutions are whit- 
tled down to as low a figure as possible, with the result 
that scandals break out from time to time to horrify the 
community, which is willing enough to get the best of 
care for the unfortunates at the lowest possible cost. 

The radical side of the situation was seen as far back as 
the earlier history of psychiatry in America, when men of 
outstanding humanitarian and scientific nature asked for 
the means to care adequately and to study objectively the 
mentally sick. This attitude is reflected today in the 
requests and budgets which come up each year to the 
legislature from the psychiatrists in charge of the men- 
tally sick for new buildings, better food, more laboratories, 
more social work and all the paraphernalia of modern 
medical science. In the middle of the road, then as now, 
the bulk of the medical profession remains, interested 
as taxpayers, to see to it that the cost of maintaining the 
mentally sick is kept as low as possible and mildly in- 
terested as doctors of medicine to see that psychiatry ad- 
vances, although rather hopeless of the outcome and often 
somewhat contemptuous of the struggle. 

The book recounts the passage by which the lunatic 
became a patient with mental disease, the transition from 
demoniac possession to the study of brain waves, and so 
forth, with much zeal, excellent insight, and a general 
clarity of expression that gives the facts themselves some- 
thing of the vividness of the characters of a novel. One 
finds that in the earlier part of the nineteenth century 
there were optimists who claimed by the use of that much 
abused instrument of science, statistics, that 90 per cent of 
the people whom they handled could be cured, and there 
is a very distinct resemblance in all this to a great thera- 
peutic experiment which is now going on. One learns 
the details of the selling into slavery which took place and 
of the transition from private lunatic asylums to the great 
hospitals of mental disease, which are so much to the 
credit of Massachusetts, New York and other of the great 
states of the Union. The separation of the subject matter 
ot feeble-mindedness trom the rest of psychiatry, the 
growth of differential diagnosis, and such instruments of 
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investigation as the intelligence quotient, all are recorded 
with clarity in the pages of this book. The history of 
eugenics, from the days of its extravagant and highly fal- 
lacious claims to the days when sober-minded men of 
science, studying the problem in the light of more recent 
knowledge, laid down at least with some precision the 
limits of our knowledge and the consequent limits to 
which social efforts might go, is set forth. The names of 
those workers associated with the growth and rational 
understanding of the subject matter of psychiatry appear 
with scintillating vividness in the pages of the book, from 
Rush to Meyer, including the long list of distinguished 
and socially-minded physicians who endeavored to raise 
psychiatry from an illegitimate offshoot of theology and 
philosophy into a legitimate branch of medicine. 

There are many places where the critical reader finds 
disproportion, distortion and perhaps that somewhat over- 
vivid presentation by which a fact becomes propaganda. 
On the whole, as stated in the beginning, this book cer- 
tainly should be read by every psychiatrist and medical 
sociologist and is recommended most highly to the man 
working in the other specialties and in the general prac- 
tice of medicine. 


Atlas of Hematology. Edwin E. Osgood and Clarice M. 
Ashworth. 255 pp. San Francisco: J. W. Stacey, Inc., 
1937. $10.00. 


This book, as stated by the authors in their introduction, 
is intended primarily for clinicians, students and techni- 
cians rather than hematologists. Its purpose is to help 
physicians and students plan and interpret an examination 
of the blood and tell technicians how to perform it. 

It contains numerous full-page colored plates, forty-one 
in all, illustrating the various types of cells that may be 
found in the blood and bone marrow. These are, for the 


most part, drawings of individual cells, although nine rep- 


resentative fields are shown from typical smears. The 
drawings and the colored reproductions of them are ex- 
cellent, particularly those of the individual cells. The 
smears might perhaps be criticized as being on too small 
a scale to show sufficient detail. 

Accompanying the plates are descriptions of cells and 
clinical notes about the patients from whose blood they 
were taken. Each cell is carefully numbered so that it can 
be referred to. 

The first chapter is devoted to a discussion of the gen- 
eral principle of hematologic diagnosis with detailed in- 
structions as to how to use the atlas. Nomenclature is dis- 
cussed, and although the authors have a new nomencla- 
ture for the erythrocytic and granulocytic series, a very 
useful table is found explaining the terminology used by 
various authors. If the new terminology, which is logical 
and useful, should receive widespread adoption, it might 
be criticized as adding complexity to an already complex 
subject. 

Following the plates are chapters devoted to the differen- 
tial diagnosis of the various types of blood diseases. In 
these chapters are numerous tables which summarize the 
differential points, and these are, for the most part, ex- 
cellent. 

The emphasis throughout the book is on morphology, 
and all diagnoses are made to depend on this. The physio- 
logic approach is entirely neglected. The authors’ attempt 
to classify the anemias on the basis of the size and hemo- 
globin concentration of the red cells is possibly unde- 
sirable, and their statement that all macrocytic anemias are 
due to a deficiency of liver extract is of course doubtful. 

The appendix consists of recommended methods for 
blood and marrow examinations. The technics for sternal 
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puncture, reticulocyte counts, peroxidase stain, supravital 
staining, determination of carbon-monoxide hemoglobin 
and detection of methemoglobin are given in some detail. 
At the end of the book is a quite up-to-date and extensive 
bibliography. 

As a whole the book should prove very useful for the 
purpose it is designed, although the more critical hematolo- 
gists may take exception to some of its details. To be 
able to obtain so many good colored illustrations in so rea- 
sonably priced a book is very unusual. 


The Harvey Lectures: Delivered under the auspices of The 
Harvey Society of New York, 1936-1937. Series 
xxxii. 245 pp. Baltimore: The Williams & Wilkins 
Company, 1937. $4.00. 


The Harvey Society is composed of research workers 
and the Harvey lectures are reports of investigations into 
various problems of anatomy, physiology, pharmacology 
and biologic chemistry. Yet for the most part these lec- 
tures are not so narrow in scope nor so highly technical as 
to be devoid of interest to the general medical reader. At 
least they can show him some of the directions in which 
progress is being made, and the effective avenues of ap- 
proach. 

Of the eight lectures in this latest series four happen to 
be concerned with the nervous system: “The Cerebral 
Cortex and Consciousness,” by Dr. Wilder Penfield 
(McGill); “Some Functions of the Hypothalamus,” by Dr. 
S. Walter Ranson (Northwestern); “The Control of Ex- 
citation in the Nervous System,” by Dr. Herbert S. Gasser 
(Rockefeller Institute); and “Transmission of Nervous 
Effects by Acetylcholine,” by Sir Henry Dale (National 
Institute for Medical Research, London). The other four 
subjects are: “The Passage of Fluid Through the Capil- 
lary Wall,” by Dr. Eugene M. Landis (Pennsylvania) ; 
“The Investigation of Intermediary Metabolism with the 
Aid of Heavy Hydrogen,” by Dr. R. Schoenheimer 
(Columbia); “The Scientific Work of the Health Organi- 
zation of the League of Nations,” by Dr. Thorvald Mad- 
sen (Serum Institute, Copenhagen); and “The Influence 
of the Pituitary and Adrenal Glands upon Pancreatic Dia- 
betes,” by Dr. C. N. H. Long (Yale). 

To review each lecture separately would require an in- 
ordinate amount of space. All the subjects are well 
presented; indeed, excellence of presentation seems al- 
ways to have been the hallmark of the Harvey Lectures. 
Insofar as the practicing physician is concerned it seems 
probable that the lectures of Drs. Penfield, Landis and 
Long might be of most notable interest. It would be 
harder to speak for the research man; his chief interest 
will be dictated by his own labors. The Harvey Lectures 
should be in the library of every hospital where research 
is done. 


Conduite a Tenir en Présence d'une Colibacillose Urinaire 


Chronique. Paul Baron. 30 pp., 1937. 5 Fr. fr. 


This is a thirty-page booklet on chronic infections of the 
urinary tract due to the colon bacillus. The reviewer is 
unimpressed by the author’s short dissertation on this sub- 
ject. Ten pages are devoted to treatment: local, dietary, 
endocrine and hydromineral. The elimination of such 
articles from the diet as shellfish, mushrooms, fresh milk 
and eggs in the treatment of these infections is sheer non- 
sense. No mention is made of the more recent specific 
methods of treatment of B. coli infections. In short, there 
is nothing about this treatise to recommend it to any 
reader. 





